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‘LONDON HOSPITAL CATGUT 


OBTAINABLE FROM ALL LEADING SURGICAL EQUIPMENT HOUSES 


THE LONDON HOSPITAL (LIGATURE DEPARTMENT) LTD. 
LONDON, E.1 : ENGLAND 
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A new preparation for rapid 
restoration of blood haemoglobin 


INTRAVENOUS IRON 


Safe, reliable, economical, ensuring utilisation of the iron 
siven, and avoiding the constipation and other alimentary 
side-effects associated with oral iron therapy. 


BRITISH SCHERING 


LIMITED 
229-231 KENSINGTON HIGH STREET, LONDON, W.8 


Telephone; WEStern 8111 


Literature gladly sent on request to the Medical Department 
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When for organic, emotional 1.53 per cent when Ortho- 


\ or social reasons, deferment Gynol is used alone by means 


of conception is expedient, of the Ortho Applicator. 


\ 
\ *ORTHO-GYNOL provides the Where a secondary occlusive 
4 medical method of choice. device is indicated, Ortho- 
1 A compilation of published Gynol may be used in con- 


\ and unpublished cases re- junctior with the Ortho 


cords a failure rate of only Vaginal Diaphragm. 


LITERATURE 
ON REQUEST 


errective 4y Huhner test and clinical studies 


py biopsy and clinical observation 
after prolonged use. Entirely free 
from toxic or irritant materials 


SurFreneD at p.H 4.5. Regular use tends 
to assist maintenance of the healthy 
vaginal flora 


ASTHETIC an elegant preparation. acceptable 
to the most fastidious 


STABLE in any climatic extremes 


UNIFORM hatch-tested for spermicidal effective- 
ness against human semen 


\ 
Nriho ® OF in a cream base as ORTHO-CREME 
P\armaceutical Limite \ where low lubricating properties are 


@ desirable feature. 
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A New Highly-Soluble 
SULPHONAMIDE 


WE have pleasure in announcing that arrangements 
have been made to introduce a new, highly 
soluble sulphonamide which has proved of great 
therapeutic value in numerous clinical trials, 
covering the following indications : 

Urinary infections Systemic infections 
B. proteus Meningococci 


I coli Pneumococci 


B. pyocyaneus Streptococci 
A. aerogenes Staph y loc occi 
Paracolon, etc, H. influenzae, ete. 


The chief advantages claimed are : 
High solubility 


and consequently little danger of renal blocking 


Low toxicity 

and a low incidence of side-reactions 

No need for alkalis or extra fluids 
except when administe red in large doses 


NOTE: Prolonged massive treatment may 
be inadvisable during pregnancy, 


Available under the trade-mark 


‘GANTRISIN’ 


3:4-dimethyl- ¢-( p-aminobenzene-sulphonamido )-isoxazole 


in Tablets of g., issued in 


bottles of 20 and toc. 


For further information please apply to The Medical Department 
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MARE Trichloroethy 


tn obstetrics 


Widely used as an analgesic and anaesthetic, ‘Trilene* has 
valuable advantages in obstetrics for relieving the pain of labour. 


Produces and maintains an adequate and constant plane of 
analgesia. * Safe for mother and child. 
Swift recovery without ill-effects. 
Administered with simple and portable 
apparatus. * 


Inexpensive In use, 


Containers of S00 ( rushable 
ampoules of \ c.c., boxes of § Ampoules of 
6 ¢.c. in containers of and 25. 


‘4 Literature d further informat‘on available, on 
request, ftror our nearest Sales Office 
\ London, Bristol, Birminé¢ham, Manchester. Glasgow, 
i Edinbureh, Belfast and Dublin 


IMPERIAIT CHEMICAL (PHARMACEUTICALS) LIMITED 
WII MSLOW, MANCHESTER 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 
Editor Associate Editors 
G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetncs 
ind Gynecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. It also 
publishes many original contributions from other countries and abstracts 
of the important literature from all parts of the world 
Most of the outstanding medical schools in the United States are represented 
the editorial board, which consists of forty-two of the leading teachers 
| practising specialists in America 
[he two volumes published annually contain approximately 2,200 pages 
ind have about 500 illustrations They constitute a complete record of 
progress and achievement for the period 


Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
{GENT FOR GREAT BRITAIN 


HENRY KIMPTON ©. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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Complete Range 
of Standardised 


of 


Available in all appropriate Pharmaceutical forms and strengths 


Estradiol Benzoote BP. ...DIMENFORMON 
OESTROGENIC Estradiol Dipropionate B.P.. . Do. DIPROPIONATE 
Ethiny! Cstradiol LYNORAL 


Testosterone & its propionate B.P NEO-HOMBREOL 
ANDROGENIC 


Methyltestosterone B.P NEO-HOMBREOL (M) 


Progesterone B.P. 
PROGESTOGENIC 


Ethisterone B.P 


ADRENAL CORTEX 
HORMONE Deoxycortone acetate B.P.. . 


Chorionic Gonadotrophin B.P. PREGNYL 
GONADOTROPHIC 


Serum Gonadotrophin B.P.. . . . GESTYL 


THYROTROPHIC Extract of Anterior Pituitary AMBINON 


All freely prescribable under the N.H.S. 


Literature on request 


RGANON asorarories trp. 


BRETTENHAM HOUSE, LONDON, W.C.2 
TELEPHONES: TEMPLE BAR 6785/6/7. 0251/2 
TELEGRAMS: MENFORMON. RAND, LONDON 
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THE USK OF VAGINAL TAMPONS FOR THE ABSORPTIUN OF MENSTRUAL DISCHARGES 


An important clinical study N° 4 


Abstracted from Volume 16, No. 2, pages 249-265, Auquat 1943 edition of the Amerwan Journal of Obatetrvca and Gynaecology. 


In 1993, a type of vaginal tampon for the absorption At the conclusion of the period of study, Le. 
of the menstrual diecharges was patented by f ( twenty-four months after the first examimation Was 
Haas of Denver, ( redo, and becar very popular rroasbe 50 of the 110 subjects (or 45.5 r cent.) 
around 19596, In 1038 and 1039 « certain amount of showed no change in pelvic findings n the 60 
medical hterature im favour r against the use of subjects in whom some changes were observed, the 
menstrual tampons was publehed in thw country greatest change was in those of the 51 subjects in 
amd abroad if wever, there was no accurate in whom cervieal erosion had been present at the initial 
formation availalk { studies carried on over any examination. Fourteen had no cervical erosion and 
considerable period of tune indicating whether the 17 showed less erosion at the end of the period ot 
use of self tammponage for the absorption of menstrual «tus The cervieal erosion was unchanged in the 
discharge was harmful or not other 20 subjects. There was no merease in severity 
of the eromon in any case nor did any cervical erosion 
To contribute aceurate information over an develop in a subject who had not had the lesion at her 
extended period of time 110 young, active initial examination. 
women Setween the ages of 19 and 40  eecagg lh a0 There was no evidence of any irritation of the 
teered for a protracted study from UOetober, 1939 to . on a by the tampor 
January, 1042. 14 were married and 96 were «ingle 
annua 3 
Special care waa taken to record any pelvie pathology No subjects acquired Trichomonas or Monilia 
present at the time of the initial examination and to albicans infections during the period of study. There 
obeerve cloeely any change which cecurred in this was no evidence of any other pelvic infection during 
pathology during the period of observation. Through- this penod 
out the stud areful notation was made of any There was no evidence that the use of the tampon 
pathologic change which oecurred caused obstruction to the menstrual flow. 


Sanitary Protection T A M y A X Worn Internally 


Literatur? and samples of both absorbency sizes will gladly be sent on request to >— 
Al DEPARTMENT TAMPAX LIMITED, 1160 JERMYN STREET, 8.W.1 


MEDI« 


Tulle Gras Dressings by DALMAS 


Conform to highest therapeutic standards 


SULPHONET Squares and Strip 


containing 5°, Sulphathiazol 


URO-SULPHONET Strip 


containing 5%, Sulphathiazol, 2°, Urethane 


PETRONET Petroleum Gauze Squares 


with Balsam of Peru 


Samples and prices with pleasure on request to Medical 
Dept.. Dalmas, Ltd. Junior Street, Leicester (and at 
London, Leeds, Glasgow, Belfast) 


DALMAS, Leicester 


Specialised Service to Medicine since 1823 
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during labour 


vitamin K 
in every case 


Administration of * Kapilon’ Liquid to the mother, 4 to 12 
hours before anticipated birth of her infant, is such a simple 


and effective safeguard against neo-natal haemorrhage that 


its routine use is well merited. Exerting the full action of 


natural vitamin K,* Kapilon’ raises the blood prothrombin 


level in the newborn baby, and thus gives positive pro- 


tection against haemorrhagic disease. 


KAPILON 


10 mg. ocetomenophthone BP. ver cc. in § az. bottie 


oveiloble im tobeet ond ampoule form 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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Here’s 
metal more attractive 


IRON in readily assimilable 
form is the metal so vital 
for the successful treatment 


of hypochromic anamias 


Of the iron compounds 
usually given by mouth, 
ferrous sulphate gen- 
erally recognised as the most 


effective. 


In ‘PLASTULES,’ ferrous 
sulphate is presented in its 
most attractive form —as a 
semi-fluid in a capsule which 
rapidly dissolves in the stom- 


ach, thus ensuring maximum 


HAMLET, ACT SCENE 


absorption. *PLASTULES’ in- 


duce a rapid response without 
gastric upset. 

*PLASTULES’ are available 
in four varieties: Plain; with 
Liver Extract; with Folic Acid ; 


and with Hog’s Stomach. 


‘ 9 
Plastules Hamatinic Compound 


Trade Mark 


JOHN WYETH & BROTHER, LIMITED 


CLIFTON HOUSE EUSTON ROAD LONDON, N.W.1 
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SEX HORMONES 


When B.D.H. is specified the prescriber ensures that a 
product of the utmost reliability is supplied. The range of 
B.D.H. Sex Hormone Products completely covers the field 
in this branch of therapeutics. 


ANDROGENS 
Parenteral 
Testosterone Propionate* B.D.H. 
Oral or sublingual 
Methyl-testosterone B.D.H. 


PROGESTOGENS 


Parenteral 
Progestin B.D.H.* 
Oral or sublingual 
Ethisterone B.D.H. 


(ESTROGENS 
Parenteral 
* Oestroform ’* 
Oral or sublingual 
Ethiny! GEstradiol B.D.H. ‘Estigyn’ 
Dieneestrol B.D.H. 
Sulbeestrol B.D.H. 
Hexeestrol B.D.H. 
Oestroform’ Tablets 


GONADOTROPHINS 


Parenteral 


*Gonan’ (Chorionic Gonadotrophin) 
* Serogan’ (Serum Gonadotrophin) 


* Also available as pellets for implantation 
Literature is available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE : CLERKENWELL 3000 TELEGRAMS: TETRADOME TELEX LONDON 
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EXCERPTA MEDICA 


The Internatronal Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine. 


OBSTETRICS AND GYNAECOLOGY 


SECTION X 


| 

| CONTENTS 
All articles appearing in journals devoted to obstetrics, gynaecology and 

endocrinology (the latter where applicable) are abstracted. In addition to 

abstracts of articles on the main subjects, abstracts on nursing and infant care, 

psychosomatic medicine, and on radiology and tuberculosis are included. 


fmenican Journal of Obstetrics and Gynecology 
The Excerpta Medica appear in faultless English 
| 
| Pr fess rj Greenhill 
: May I say that your Section X of Excerpta Medica ts 
| excellent . and | therefore cannot offer any suggestions for its 
m provement I believe you and your co-editors ave doing a 
magnificent job 
The subscript rate is /3 15s. per yearly volume of 600 pages, including an index 


classified both by author and subject Write for a prospectus or specimen copy. 


Sole Distributors for Great Britain and the British Dominions 


bt. & S. LIVINGSTONE, LTD. 16-17, TEVIOT PLACE, EDINBURGH, 1. 


A PERFECT METHOD OF LOCAL 
MEDICATION FOR WOMEN 


PONTAMPON 


Registered Trode Mart 


Pond’s Medicated Vaginal Tampons The Correct Tampon 


As a means of applying local treatment in Gonorrhoea, 


Endometritis, Cervicitis, Vaginitis, Leucorrhoea, 


Dysmenorrhoea, Prolapsus Uteri, etc., Pontampon 


presents the most Simple and Satisfactory method 


Pontampon issued in three sizes, small, medium and large 


Descriptive Leaflet, indicating standard medications, sent on application 


THE PONTAMPON Co., 57-60 HOLBORN VIADUCT 


LONDON, E.C.1 


Medicated End 
Compressed Wool. 
Gelatin Shell 
Protreding Wool. 
String for Removal. 
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IV verter through emotional disturbance 

or through foetal pressure, constipation has 
become a commonplace of pregnancy. 

No matter how normal the pregnancy 
and parturition, labour completed inevit- 
ably brings its problems: sudden diminu- 
tion of the abdominal contents, persistent 

lack of tone in the intestines, weakness of 
the levator ani muscles, bulging of the 
rectum; all result in some degree of 
constipation, 

Dispersing freely and uniformly 
throughout the intestinal contents, Agaro! 
provides the three essentials for easy, timed 
evacuation: retention of fluid in the faeca 

column, lubrication, mild peristaltic stin 


ulation. AGA R 0 


Uikliam R WARNER and 


the Shiid Stage 


/ «companying constipation and intensi- 
fied by the conditions of pregnancy, haem- 
orrhoids bring further discomfort to the 
expectant mother. For many women 

haemorrhoids are the permanent legacy of 

childbirth; untreated they remain as a 

constant source of discomfort and possible 
precursor of more serious conditions. 

By acombination of the constituents most 
effective in relieving the painful symptoms 
and correcting the local causes of haemorr- 

hoids. Anusel haemorrhoidal suppositories 

provide a treatment that can be recom- 

mended with confidence in pregnancy as 
safe, effective, simple and balanced, They 
i- contain no narcotics to mask more serious 


symptoms, A n us ol 


_ Power Road,London 4. 
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CRYSTAL CLEAR 


The massive initial dose+ 
demanded by 
therapy have in the past in- 

volved a risk of renal blockage 
through erystalluria. Although 
modern developments have »o 
mereased the solubility of sul- 


phonamides as to make actual 


blockage extremely rare, 
ervetalluria is still commonly 
| met with in the laboratory analysis of specimens from patient. 


under sulphonanude treatment 
L rolucosl*, the new sulphonamide compound developed for the 


treatment of the more common infections of the urmary tract. is 


: mmarkably free from this disadvantage. The rapid concentration 
of the drug in an almost entirely non-acetvlated form in the urinary 


iract allows the effeetive dose to be reduced te as low as OIG 


jour-hourly even with this dose « urmary concentration as high 


as 20 mg. per 100 ce. is attamed, So small a dose of a product that 
is already notable for its high solubility and its low percentage of 
acetyl derivatives, ensures not only a risk of erystalluria 


but a remarkable absence of other side ellects. 


WARNER and @. td Cower Road,Lonaon W/ 4. 
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IN INSOMNIA 


In *Carbrital’ capsules the rapid but relatively brief 
hypnotic action of pentobarbitone sodium is combined 
with the prolonged sedative effect of carbromal. In 
insomnia *Carbrital produces slumber simulating 
natural undisturbed sleep of adequate depth and duration, 
and patients awaken refreshed and alert. 


PARKE-DAVIS PRODUCT 


*Carbrital’ is also indicated as a general sedative in 
neurasthenia, etc., or pre-operative sedation, and routinely 
in minor operations. 


SIAVG 
A 


Each * Carbrital’ capsule contains 14 grains of pento- 
barbitone sodium and 4 grains of carbromal. 


Supplied in bottles of 
10, 25 and 250 capsules. 


PARKE, 
DAVIS & 
Hounslow, Middlesex. HOUnslow 236] Cc OmMP ANY 


Inc. US.A., Liability Lid 


SIAVQ- 


PARKE-DAVIS PRODUCTI 


londaodd 


A PARKE-DAVIS PRODUCT A PARKE-DAVIS PRODUCT 
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THE MOST POTENT ORALLY 


OESTROGEN 
4s A ABA 


Oestradiol Ciba) 


ACTIVE 


A derivative of the follicular hormone which possesses a 
much greater oral activity than stilboestrol, hexoestrol and 
other synthetic oestrogens. 

It is furthermore remarkably well tolerated and is very 
suitable for the prolonged treatment which may be necessary 
in menopausal patients. By sublingual absorption from 


Linguets” hepatic and intestinal inactivation are avoided. 


*LINGLETS’® 0.01 mg. and 0.05 mg. 


present ethinyl oestradiol in its most economical form for 
low dosage therapy in menopausal disturbances, amenorrhoea, 
functional uterine bleeding. suppression of lactation and 
certain cases of dysmenorrhoea, 

For the treatment of prostatic carcinoma, induction of labour 
and other conditions which may require very high doses, 


Etieyelin scored tablets of 1 mg. are available. 
Please apply for sample and literature 

‘ 
and Linguets” are registered trade marks) 


CIBA LABORATORIES LIMITED, 
HORSHAM, SUSSEX 


Telephone > Horsham 1234 Telegrams « Cibalabs, Horsham. 
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in parturition 


In the routine management of labour quinine is useful in two ways : 


1. In small daily doses during the last weeks of pregnancy, quinine 
increases the response of the uterine muscle to the physiological 
Stimulus from the posterior pituitary. 

Many practitioners find that quinine given in this way shortens the first 


stage and increases the strength of uterine contractions while 


diminishing pain, especially 


primipara. > 


2. In the medical induction of 


labour, quinine and castor oil 


are among the safest and most 


effective measures. 


Literature on quinine in parturition gladly sent on request by the makers : 


HOWARDS OF ILFORD 


Makers of quinine salts since 1823 


¥ 
HOWARDS HOWARDS & SONS LTD. ILFORD NEAR LONDON (EST. 1797) 


| 
HE 
| 4 
it 
ne 

4 
7 

sj Hat 
q 
4 
i 
| 
Tew 10 re 
: 


CLINICAL USES. To improve the nutritional state where circumstances 
prevent consumption of all the protective foods required lo prevent 
hypochromic ansemia. Lo guard against such complications as may have 
ime urred mm previous pre «is for example premature 


births, inability to breast feed and dental caries. 


te The recommended daily dose provid 
A 2,000 t.u., vitamin D 409 1.u., vitamn B, 0.6 mg. mitamn C 20 mg. 
tramun Et mg., mcotinanade 25 mg., calc. phosph. 480 mg., ferr. sulph. exsic. 
odine, manganese, copper, not less than 10 p.p.m. each 


PREGNAVITE 


a single supplement for safer pregnancy 


imcal sample and med ere may be obtained on application to :— 
VITAMINS LIMITED (Dept. C24), UPPER MALL, LONDON, W.6 
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DOWN BROS. 


nd 


MAYER & PHELPS, LTD. 


MANOLE 


FLOWER’S EPISIOTOMY 
DIRECTOR TA 
VERTEX 


This instrument enables obstet 


ricians to place stitches before 
erineum is incised in medial 
ett episiotomy. The retractor 
is placed in position, sutures 
passed between the director rod 
and its guard. the ends of the 
sutures are held in haemostats 
until delivery is completed. 


Vide: “An Episiotomy Direc- 
tor,” by N. Flower, Lancet, 
March 30th, 1946. 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 


Head Office : 
92-94, BOROUGH HIGH STREET, LONDON, SE. 1. 


Showrooms: 


32-34, NEW CAVENDISH STREET, LONDON, W. 
TORONTO: 70 Grenville Street 
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NOTICES 


THe JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE British EmpiRE was established 


by a Private Limited Company in 1901. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 
maintenance and improvement of the Journal. 


The present Directors are 


SIR EARDLEY HOLLAND SIR EWEN MACLEAN 
JAMES YOUNG CHASSAR MOIR 
A. A. GEMMELI MILES PHILLIPS 


SIR WILLIAM FLETCHER SHAW 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 


for the Dominions, Colonies and Foreign Countries. It is payable to the publishers. 


Books for review should be sent to the Editor. The right of publication of all 


articles is reserved 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 


Young, Postgraduate Medical School of London, Ducane Road, London, W.12. They are ac- 
cepted on the understanding that they are contributed to this Journal only. Authors are advised 
to keep a copy of all manuscripts. Proofs will be submitted to authors resident in the United 
Kingdom, but to avoid delay or loss the proofs of authors resident abroad will be corrected by 
the editorial staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon initial capital and contraction for the genus 
copies) should be submitted. Italics in the only after a full spelling at the first mention, 
text should be reserved for words in a thus: 
foreign language and as little as possible Clostridium welchii followed by Cl. 
used to indicate emphasis welchii; Bacterium coli—Bact. coli; Bacillus 

Proper scientific names giving both genus tuberculosis — B. tuberculosis; Corynebac- 


and species should be italicized, with an terium diphtheriae—C. diphtheriae. 
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Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 

prove,” . 
NOT 

“ Progress: Went downhill.” 


The author’s name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on an 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor's 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ %” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not ¢.c. or c.cm.); mg.; pounds (not Ib.); 
ounces (not 0z.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, etc. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 
ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author's name, initials, year of 
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For Obstetric 


Analgesia 


Clinical trials have demonstrated that the 
period of analgesia produced by morphine 
can be considerably extended if the base 


is administered in the form of mucate 
instead of the usual salts, such as tartrate 
or sulphate. 


In a preliminary trial of morphine mucate 


as an obstetric analgesic (Journal of 
Obstetrics and Gynacology of the British | 
Empire, 1949, lvi, 53), this preparation was 
reported to be preferable to other salts of 

morphine in a variety of ante-natal and | 
post-natal conditions, and to be suitable 
for premedication for Casarian section. | 
The high success-rate (90 per cent.) and | 
the low total failure-rate (4 per cent.) 
suggest that morphine mucate is worthy of 
extensive trial in obstetric practice, | 
Hyperduric MORPHINE is a solution of 
morphine mucate and ts issued in two 
strengths—} grain and 4 grain of morphine 


per ¢.c. 


MORPHINE 
for P-R-O-L-O-N-G-E-D action 


MORPHINE gr. } (as mucate) in I c.c. 
Ampoules of | c.c. in boxes of 12 and 100 


MORPHINE gr. (as mucate) in c.c. 
Ampoules of | c.c. in boxes of 12 and 100 


Rubber-capped vials of 10 cc. 
Literature on request 
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‘ OXYTOCIC 
SANDOZ 


METHERGIN 


Clinically, Methergin shows an oxytocic action which is 
1.52 times more powerful than that produced by the 
natural alkaloid and has a more prolonged duration of 
effect which lasts for 8 hours. It exerts no untoward 


action on blood-pressure. 


Methergin, a preparation of methylergometrine tartrate, 
is the result of partial synthesis. The addition of this 
compound to the range of preparations indicated for the 
treatment of obstetrical and gynaecological haemorrhage, 
marks a real advance from the clinical viewpoint and 
will be welcomed in a world where ergot has become 


extremely scarce. 


NEW FORM : Tablets of 0.125 mg. 
Ampoules : Oral Solution 


Literature available on request 
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134, Wigmore Street, London, W.i 
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HYDROCHLORIDE 


‘B.W.& CO.’ 


BURROUGHS WELLCOME & CO. (The Wellcome foundotion Ltd) LONDON 


i 
| 
A Fy 
\ 
«< 
‘ 
/ 
/ 
Pethidine Hydrochloride ‘8. W. f proved value for 
the aliat ‘ teeter pa ar there evidence that t 
antispa xction shortens labour by overcoming cervica 
rigicit anid spa if primipare 
Chioride 
ar ireiy ser 4 
brand product 5 
ae 
i, 


Do not overlook 
the Psychological effect 
of a SPENCER Support 


During antepar- 
tum and _ post- 
partum periods 

and especially in 
early ambulation 
—a Spencer exerts 
an important 
psychologi- 
cal.effect. A 
Spencer's gentle 
but effective sup- 
port increases the 
patient's confi- 
dence in her 
prevent skin from breaking. Guards agains ability to“ Stay on 


caking and abscessing after childbirth h er feet and 
“ move about 


A Spencer supports the breasts im position to 


improve circulat.on. protects inner tissues. helps 


Spencer Antepartum-Postpartum Support 


Therapeutically, a Spencer Support helps to regain postural stability, helps replace organs 
in normal position, often relieves low-back pain. A Spencer offers protection to tissues 
affected by operative procedures without restricting natural muscle activity. 


A qualified scientifically trained Fitter furnishes us with a description of the patient’s body 
and posture, and detailed measurements. Then, the support is individually designed, cut and 
made at our Manufactory at Banbury. Within a short time the patient’s support 
is delivered and adjusted by the Fitter. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Beware oF Imitations. Spencer (Banbury) Lid. regret the necessity of issuing warning to beware of 
copies and imitations. Look for the Spencer Lapet stitched in the Spencer Support and ensure that it is 
a genuine Spencer Support and not a so-called copy 


Spencer copyright designs are original and distinctive and for more than 20 years have been recognised 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts. 


Appliances supplied under the National Health Service 
Trained Fitters available throughout the Kingdom 
Copyright: Reproduction in whole or in part is prohibited except with the written permission of $(B)Ltd. 
J.0.G.12/80 
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A new water soluble X-ray contrast medium 


*VISKIOSOL’ SIX viscous 


for hysterosalpingography 


further 


* Viskiosol” Six is 


in ampoules of 10 c.c. 
and 15 c.c. 


MAY & BAKER LTD 
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THE 
Journal of Obstetrics & Gynaecology 


of the British Empire 


VOL. 57, No. 6 


NEW SERIES 


DECEMBER 


TRANSFER OF THE JOURNAL TO THE ROYAL COLLEGE 
OF OBSTETRICIANS AND GYNAECOLOGISTS 


Ar an Extraordinary General Meeting of 
the shareholders held in London on 
oth November, 1950, it was resolved that 
the Journal be sold to the Royal College 
of Obstetricians and Gynaecologists. 

In submitting the resolution, the chair- 
man of directors, Sir Eardley Holland 
said : 

‘* It is obvious that this meeting is a land- 
mark in the history of the Journal. The 
Journal was founded 50 years ago by the 
vynaecologists of Great Britain and Ireland 
as a limited liability company. The original 
capital was £5,000 in 1,000 shares of £5 
each. In 1931, having suffered consider- 
able losses, the capital was reduced to its 
present level of £2,715 in 905 shares of £3 
each, of which 880 have been issued. 

‘Since 1931 the financial position has 
steadily improved until, at the date of the 
last published accounts, the assets of the 
Company stood at the figure of £5,756 of 
which £4,715 ‘vas represented by trustee 
securities. Against the figure of £5,756 
must be set the sum of £367 for accrued 
expenses and an estimated £350 expenses 
of the proposed sale of the Journal and 
liquidation of your Company, leaving 
approximately £5,000 at current market 
values for distribution amongst the share- 
holders. 

‘‘From the first the venture was a 
journalistic success and justified the object 


\ 


and the spirit of its founders. The growing 
subject of Obstetrics and Gynaecology 
clearly had to have its own journal. It may 
be said that the Journal played a powerful 
role in the establishment of our specialty 
on a firm basis 

‘‘ It was a journalistic success but it was 
not a financial one in the sense of being a 
dividend payer. It has never paid its share- 
holders a dividend. But its annual balances 
of income over expenditure have 
accumulated a certain amount of capital. 
This capital has been wrung out of the 
voluntary efforts of certain people. Its 
editors have never been paid a salary. To 
successive editors we owe a great debt. 
Their names, in order, are Champneys, 
Fairbairn, myself, Comyns Berkeley, and 
the present editor, James Young. Until 
recently the abstracting staff and the review- 
ing staff have done their work for nothing 
and the contributors of papers published in 
the Journal have shared to a considerable 
extent in the cost of their illustrations and 
tables. 

“In addition, the Journal has been for- 
tunate in having friends outside the ranks 
of gynaecology. First, we are fortunate in 
having Messrs. John Sherratt and Son as 
our publishers. In the difficult years of the 
1914-1918 war and of the period of 
recovery this firm, in the person of 
Mr. John Sherratt, was a good and true 
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and generous friend. We can never torget 
the debt we owe to this firm John Sherratt 
took a great pride in the Journal and in its 
good Thal ie 

vood and generous friends, 
too, in Messrs. Lawrance, 
Messer have done such 
routine legal business as was required with 
out We thank them 
enough for these generous services 

Qur auditors Messrs. Auker, 
chartered looked after 
for a purely 
them our 


have 
our soli 
and (© who 


charye cannot 
also, 
accountants, have 
and 
charee 
warm thanks 


finances 
we 


our accounts 


nominal and owe 

‘1 wish « pecially to thank the present 
editor, James Young. For ten years he has 
edited the Journal with remarkable success 
and has raised it to the rank of one of the 
two most successful journals of its kind in 
the During his reign the number 
of subscribers has more than doubled. | 
like to his devoted 
Dr. Meave 


Wor ld 


should ilso mention 


Kenn 


assistant 


RNAL OF OBSTETRICS AND GYNAECOLOGY 


‘‘ Now let me say a few words on the 
resolution. When the College approached 
your directors of the Journal two years ago 
we were not all convinced that the owner- 
ship of the Journal by the College would 
be altogether for the good of the Journal 
But since then there have been conterences 
between your Board of Directors and 
representatives of the College which have 
resulted in this resolution being put before 
you 

‘1 feel sure that no one here has any 
doubt that the Journal, if owned and 
managed by the College, would be in sate 
hands and that its present high standards 
and reputation would be maintained. You 
will be pleased to hear that the present 
editor is remaining in his office, and will be 
paid a salary by the College. 

‘*On the whole your directors feel that 
the future of the Journal is safer in th 
ownership of a powerful body like the 
College than continuing in the form of a 
private company.” 
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THE BIRTH OF A COLLEGE 


The Lloyd Roberts Memorial Lecture delivered at St. Mary's 
Hospital, Manchester, on 10th October, 1950 


BY 


Sir WILLIAM FLETCHER SHAW, M.D., F.R.C.P., F.R.C.O0.G., 
M.M.S.A.(Hon.), L.L.D., F.A.C.S.(Hon.) 


I LITTLE thought at my first meeting with 
Dr. Lloyd Roberts, in April 1904, that 
forty-six years later I should be honoured 
by an invitation to give his memorial 
lecture, or that I should then be the last 
survivor of the long line of medical men 
who had resided and worked in the old 
hospital in Quay Street, where he spent the 
major part of his professional life. 

In fact the interview began so inaus- 
piciously that I never expected to see him 
again, and I am quite sure that an assur- 
ance to this effect at that time would have 
given him the greatest satisfaction. 

An unexpected vacancy had suddenly 
occurred for a junior houseman at St. 
Mary’s Hospital, a post for which I was 
then waiting, and I was assured by a friend 
that the certain way to obtain this was 
to secure the locum tenens, but that 
Dr. Lloyd Roberts had already been 
approached by another man. 

Armed with a letter from my old chief, 
Professor G. A. Wright (whose house- 
surgeonship at the Infirmary I had just 
vacated), which I was instructed to deliver 
at once, I travelled by horse tram to Dr. 
Lloyd Roberts’s large house in Broughton 
Park. 

‘* At once ’’ was now Sunday afternoon, 
and while waiting in the spacious dining- 
room for a considerable period it gradually 
dawned upon me that the elderly doctor 
was probably having a Sunday nap, and 
that this was not a propitious moment to 


present my petition, a suspicion amply 
confirmed when Dr. Lloyd Roberts 
bounced into the room, and discovering 
that I was not a general practitioner desiring 
his services for a wealthy patient, but only 
a member of the humble grade of medical 
society, a junior hospital resident, and 
moreover that his rest had been broken to 
hear a petition for such an appointment, his 
habitual control of his temper broke down, 
and for the first and last time in the twenty 
years of our intimate connexion, I heard 
him give full rein to it. 

At length, in a pause for breath, I 
managed to present my letter, which pro- 
duced the greatest transformation: at once 
his anger subsided and he burst out with: 
‘Aye, lad, George Arthur Wright is a good 
fellow: we must see what we can do for 
him. Come and see me in St. John Street 
to-morrow at three.’’ 

Because my old chief, whom he re- 
spected, supported me more strongly than 
the other candidate, who was also his past 
house-surgeon, Dr. Lloyd Roberts made me 
locum tenens, and although he reminded 


me daily up to the date of the election that 


I was only a ‘‘ locum ”’ T duly received the 
post, and my name, in some capacity or 
other, has ever since been attached to this 
institution. 

Dr. Lloyd Roberts was a short, thick-set 
man with a round head covered with thin, 
closely-cropped grey hair. He was always 
immaculately dressed and, except in the 
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operating theatre or his consulting-room, 
was never seen without his tall silk hat, in 
which he « arried all his« orresponden e and 
tethoscope. Outpatie nt 
| made with this 


cheque ind a 


and ward visits were al 


shining article of he idgear perched at a 
jaunty angle But the outstanding feature 
was his vitality—it sparked from him, 


stimulating all within its reach and no one 
in the hospital could be unconscious of his 
presence when he made his d Lily visit 
During the time I knew him, and prob- 
ibly throughout his life, was 
limited to what he obtained in the hospital 
and holidays to a few 
He was one of the 


exercise 
ind in his carriage, 

ends in London 
last of the old cultured physicians, whose 


wer 


interests outside his profession we re centred 
ind the collection of beautiful 
obrects He edited an edition of Sir 
Thomas Browne’s Religeo Medici, and 
published a monograph on The Scientific 


in literature 


Kn ive of Dante, while his collections of 
furniture, pictures, mezzotints, silver, book 
bindin ind incunabula were famous 


Opposite ts the repro luction of a painting 


by a famous artist who did not know him: 
here perfect deline ition of his form and 
features with a suggestion of shre wadness 
but not of energy 

Q)verieatl } 1 drawing by a House Sur- 
veon. not by anv means a famous artist, 
but one who did know his victim: here 


there is no doubt of the enerev 
The memory of one of so much person 
lity and originality is enshrined in numer- 


ous stories, some true, some apocryphal, 


but almost all illustrating his interest in 
material reward, or adroitness in bluffing 
hi patients or oppon nts I have told 
manv of them mvself, several of which 


occurred in my own experience, but they 
are a little unfair unless we recall the general 
background of that period 

In the Victorian period England reached 


its greatest material success. So immersed 


OBSTETRICS AND GYNAECOLOGY 


RNAL OF 


was the nation in this process that the 
assessment of an individual was the amount 
of the material success he had attained, and 
prosperous men, espet ially in this north 
country, hugged themselves with delight 
when visualizing the discomfiture of their 
old friends on hearing that they had * cut 
up '’ much better than had been expected. 

And so it was with medical men, the 
public assessment of their ability depended 
not upon scientific attainments so much as 
on the size and quality of their prac tices, 
and above all of their estimated incomes. 
It is only fair to bear this in mind. A 
scientific man might be all right to attend 
the families of other doctors; what the lay- 
man wanted was the doctor whom the 
public, and especially the leading public, 
flocked to consult. In those days consult- 
ints did not see patients by appointment, 
they went to the consulting-room to await 
their turn, or to bribe the housekeeper to 
vive them preference, and I have been told 
by old physicians that in Dr. Lloyd 
Roberts’s heyday St. John Street was 
packed with carriages of patients iwailting 
their turn. On one afternoon he took me 
on a sentimental journey to Sale to search 
out what had been his country cottage to 
which he used to flee late in the afternoon, 
having gained his carriage by passing 
through the kitchen, leaving his house- 
keeper to explain to the irate waiting 
patients that he had been called out to an 
emergency. 

It would be easy to tell tales and to raise 
1 laugh, but as the last direct link with his 
work, I feel that it is my duty to say a few 
words about his true position in medicine, 
1 position which if it is not recorded now 
will be for ever overlooked. 

In r&58, at the age of 23, he was ap- 
pointed Surgeon in Ordinary to St. Mary’s 
Hospital. Atthat time Charles Clay, in this 
city, was in the full tide of his pioneer work 
on ovariotomy, a term which you will 
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THE BIRTH OF A COLLEGE 


remember was coined by Sir James Y. 
Simpson for Charles Clay’s operation. 
Anaesthesia had been known for a few 
years but there was still to be another few 
years before Lister’s great discovery of the 
cause of hospital fever and gangrene, and 
still longer before his revolutionary ideas 
found acceptance. In 1905, when the new 
teaching of asepsis was brought to the 
hospital, Lloyd Roberts was still in active 
practice and did not resign the charge of 
beds until 1912. In the 54 years of active 
work on the staff of St. Mary’s, he bridged 
the gulf between the pre-antiseptic days of 
Charles Clay, to the aseptic days of 
Donald and his successors. Commencing 
before the days of antisepsis he had accepted 
its teaching and for the first twenty-five 
years of this period he, under its flag, and 
almost alone, maintained the reputation of 
Manchester for abdominal and gynaeco- 
logical surgery. It says much for his 
elasticity of mind that in 1905, when 70 
vears of age, he grasped the principles of 
asepsis sufficiently to don rubber gloves, 
first on one hand and then on the other and 
finally on both, and this at a tine when some 
of his colleagues, many years his junior, 
had not yet thoroughly mastered the 
technique of antiseptic surgery. 


877 

The secret of his success as a surgeon lay 
in his scrupulous personal cleanliness, 
which went so far that the guineas collected 
from his patients were washed before they 
entered his pocket; and during the time I 
was pathologist to the hospital, on the 
many summonses to his rooms at 3 p.m., 
I was never allowed to touch the door 
handle of his consulting room, lest per- 
chance I should contaminate it. In reality 
he practised the asepsis preached by 
Charles White in 1773, which could only 
be proved by its clinical results prior to 
Pasteur’s discoveries almost a_ century 
later. 

All honour must be given to him for 
keeping the Manchester flag flying for so 
long a period both at the Royal Infirmary 
and at St. Mary’s, and so leaving a sound 
and broad foundation upon which his 
successors could build. 

Childless and a widower, his art collec- 
tion, silver, furniture and library went to 
various institutions, and his fortune to one 
with which he had little personal and no 
professional connexion. Ten years later 
what an opportunity the new College would 
have offered to perpetuate his name in the 
branch of his profession in which he had 
made his reputation and fortune. 


THE ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 


To-day, with its Royal College taking 
its place side by side with the more ancient 
Royal Colleges of the Physicians and 
Surgeons, obstetrics and gynaecology at 
long last occupies its true position as the 
third major division of medicine. More 
important, there is now a definite portal 
through which must pass all who aspire to 
practise as consultants in this branch, a 
portal guarded not only by a stiff test of 
knowledge, but preceded by three years 
of training in resident appointments recog- 


nized by the College. 


By binding together 
the teachers of this subject there has been 
a great elevation in the standard of training 


and examination of students while the 
Council of the College, representative of all 
parts of the British Isles, provides a tribunal 
second to none toexpress opinions upon and 
to give advice about the numerous questions 
affecting obstetrics and gynaecology in the 
whole British Empire. For the Empire 
from the first has given strong support to 
this College and there are now regional 
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Councils established in Australia, New 
Zealand and Canada, and Regional 
Committees in South Africa and India 
Scotland, Ireland, Australia and Canada 


each have their own Royal Colleges to 
represent medicine and surgery, but in the 
whole British Empire our ¢ ollege is the only 
body to represent obstetrics and gynae 
cology 

To the younger generation these benefits 
ire taken for granted and vet, only twenty- 
one vears ago none of them had been won. 
Before 1929 those who wished to practise 


obstetrics and gynaecology re iched it by 


one of many. and often devious, routes. In 
some centres a long and hard clinical 
ipprenticeship was required, in others 


little clinical training could be given as there 
were not the posts to provide the training, 
and here emphasis was put upon higher 
qualifications, the M.R.C.P., or the 
F.R.C.S., though neither of these ever in- 
cluded questions bearing on our branch of 
medicine. Not infrequently the gynaecolo- 
vist disappointed surgeon who 
naturally looked upon rynaet ology as some- 
thing which gave him an opening, though a 
restricted one, for the exercise of surgical 
technique, but whose knowledge of obstet- 
rics or the medical aspect of gynaecology 


was i 


was abysmal 

rhe necessity for a portal governed by 
gynaecologists which would direct the train 
ing and test the obstetrical and gynaecologi 
al knowles dve ot indid ites, had long been 
recognized, but no previous attempts to 
implement it had been made. After the first 
world war the matter became urgent. 

During the latter half of the nineteenth 
century obstetricians had been proud to be 
accepted is Fellows of the Roval College 
of Physicians Then ime the great 
development surgery, and with it 
iecological surgery, and so about the 
turn of the century, in London, candidates 
tended to become Fellows of the Royal 


ot 
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College of Surgeons and Members of the 
Royal College of Physicians 

Afterthe first world war thecry was raised 
by a group, a small but vociferous group, 
that no one should undertake surgery in any 
part of the body who was not a Fellow of 
the Royal College of Surgeons, and to 
emphasize the absorption of gynaecology 
into general surgery, it became fashionable 
to discard the dignified title of ‘‘ Doctor,”’ 
which until then had been proudly claimed 
by all academically entitled to it (and 
still is in many centres), for the amorphous 
handle of ‘‘ Mister,’’ to which of old the 
academically inferior surgeon was 
restricted. 

If this movement had not been countered 
gynaecology would have become largely 
4 surgical exercise with little regard for 
obstetrics or medical gynaecology. The first 
injurious effects of this movement soon 
began to appear: in several universities the 
teaching of obstetrics and gynaecology was 
separated, while a number of men who were 
Fellows of the Royal College of Surgeons 
were appointed Professors of Obstetrics, 
although they had never held a resident 
appointment in any maternity hospital. 

If this had been allowed to continue 
gynaecology would have become the pro- 
vince of the general surgeon, while 
obstetrics would have been left to anyone 
foolish enough to restrict himself to this 
hard branch of medicine. Worst of all, 
women with gynaecological ailments would 
have been advised by those with only a 
surgical outlook, and much unnecessary 
operating would have been performed. 

To recognize the danger was common: 
to suggest ** College ’’ easv: to 
implement it was much more difficult. 

Obviously the proposal to found a third 
College would be opposed by the old, well 
established Roval Colleges: therefore the 


a was 


first sounding must be taken in secret, and 
here was the main difficulty. 


It was easy 
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to write down a list of names of men who, 
collectively, might found such a College, 
the difficulty was to find them together, or 
to approach them separately without details 
of the scheme leaking out before all had 
been persuaded that it was feasible. Some 
years passed in fruitless dreaming and then, 
in 1924, it was realized that such a body was 
ready to hand. 

In 1912 the Gynaecological Visiting 
Society was founded by Blair Bell of 
Liverpool. This consisted of young men, 
limited in number to 30, carefully selected 
from the teaching schools of the British 
Isles, who met twice yearly in a home or 
foreign centre and lived together for two or 
three days to develop personal friendships 
and co-operation, and to see the work 
carried out in the visited centres. 

This was the first visiting society in Great 
Britain, and it has done more than anything 
else to raise the standard of British obstet- 
rics and gynaecology. No longer could 
any member wrap himself in complacency 
that his was the only centre which counted. 
He found twice yearly that others were as 
good or better than himself and when 
travelling, or dining, discovered that a man 
whose views he had previously held up to 
scorn was really a very good fellow with 
ideas worthy of consideration. 

By 1924 the original rule of retirement at 
50 was abolished; the members were too 
closely associated to allow friends at the 
height of their powers to disappear, and so 
carefully had they been chosen that by this 
time almost every Chair of Obstetrics in the 
British Isles was occupied by a member of 
the Gynaecological Visiting Society, or 
soon would be. 

Here, then, was the body of leaders 
united by personal friendships, holding the 
key positions in each centre, and meeting 
twice yearly. If only they would accept the 
necessity and the feasibility of founding a 
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College this was the body which could carry 
it through. 

The first necessity was to obtain per- 
mission to put the suggestion before the 
Gynaecological Visiting Society, and as 
Blair Bell was the founder, and still the 
leader, nothing could be done without his 
co-operation. For this reason, and without 
any realization of the wonderful leadership 
he would later show, the subject was first 
discussed with him. 

Blair Bell was one the greatest person- 
alities British gynaecology has produced. 
A handsome man, of average height, with 
the frame of an old athlete, now pain- 
fully thin: clear-cut mobile features with 
firm mouth and chin, which registered 
every passing mood: thick, silvering hair 
and bright blue eyes whose gaze could, on 
occasion, be disconcertingly piercing: his 
was an arresting personality. Intellectually 
he was head and shoulders above the 
average; original in outlook, devoted to 
research, endowed with tireless energy and 
acute critical faculties sharpened by a 
sound classical education. He was a born 
leader of men, but for one defect which 
often impaired his influence. Whatever was 
done he must be first and, not suffering 
fools gladly, he was often mistaken in his 
estimate of critics and made unnecessary 
enemies. 

On 25th October, 1924, after a day’s 
shooting in Cheshire, details of the sugges- 
tion and a rough outline of the scheme were 
put before him. It was to be a Royal 
College, and when once established 
Members would be admitted after examina- 
tion in both obstetrics and gynaecology and, 
the most revolutionary part, all candidates 
before examination would have to hold 
resident appointments for a certain mini- 
mum period in accepted hospitals. 

The whole idea appealed to a man of his 
vision, but equally clear were the difficul- 
ties, and especially the opposition we should 
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encounter from the two Royal Colleges. 
During the winter Sir Ewen Maclean and 
Mr. Comyns Berkeley consulted, 
and these being favourable it was decided 
that the tter should be brought before the 
Gynaecological Visiting Society at its next 
meeting in Cardiff 
done on 2nd February, 1925. 
such a College 

general principles 
unanimously and Blair Bell, 
serkeley, Maclean and 
Fletcher Shaw were appointed a committee 
to explore the possibilities of founding such 
an organization 

Che first meeting of this committee took 
plas e in the house of Comyns Berkelev on 
22nd April, 1925 

Comvyns Berkeley was one of the most 
hard-working and public-spirited men in 
the profes With his junior colleague, 
Victor Bonney, he had taken a leading part 
in establishing the Wertheim operation in 
this country. and was joint author with him 
of the leading textbooks upon gynaeco- 
logical surgery. He loved company and 
ourmet, knowing full well the 
influence ot vood food and win in soften 

With all his geniality and 

prin va te llow hip howe ver, he was given on 
to write critically of his friends, 
self was touchy 


This wa 
The 


ac knowledge d 


necessity {or 
the 
acct pte d 


was 


Comyns Ewen 


was a noted 


Ing Opposition 
occasionally 
ind readv to 
+t what he considered to be 
himself or London, and this 
danger to the 
Colle the few ve sre of its life 

Maclean, tall and 
with polished speech and pleasing 
h id re 


in diplomacy in 


while he hin 
take 
slight 


was to constitute a erave 


offence 


upon 


Ewen distin 

lookin: 
eived a strenuous training 
a hard schoo! Chan 


manne 


man of the Representative Zodyv of the 


British Medical Association during the 


stormy period of the passing of the N tr nal 
Health Insurance Act Cautious and 
eritieal. but with determination and tenacity 


when once convinced, his value to the Col- 
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steadily grew until his own President- 
ship, when his ability tor, and knowledge 
of, public affairs did much to win tor 
the new College its rightful place in medical 
leadership. He was the first Pre sident to 
be a member of the Minister of Health's 
Advisory Council, and it was he ho put 
in train the preliminaries to the granting 
of the title ‘‘ Royal’’ and of the “ Royal 
Charter’’, though unfortunately neither 
eranted during his Presidentship. 
lhe College continued to benefit from his 
advice and active help on the Council until 
1943, when ill health restricted his travel- 
ling, but he is still with us, and takes a keen 
interest in the advance of the College to 
which he so greatly contributed. 

This committee, to which a year later was 
co-opted Russell Andrews, was in being for 
two vears, and during this time reported 
that the foundation of a College was 
feasible, then laid down the general scheme, 
and finally the detailed memorandum and 
articles upon which, after some modifica- 
by the lawyers, the College was founded 
and worked until 1947, when it was re- 
placed by a Royal Charter. 

One of the main difficulties in its early 
davs was the wide separation of those who 
founded the College, the four members of 
this first committee being located in 
London, Liverpool, Cardiff and Man- 
chester, but we gradually became experts 
at discussions by correspondence and, as 
most of it centred upon me, I gradually 
drifted into the position of Secretary while 
Blair Bell as imperceptibly became Chair- 
man 

he first obstacle was disclosed at the 
Grst meeting of this Committee. Comyns 
Berkeley had discovered that a Royal 
Charter was never granted to a new body 
‘eainst which there was any opposition. 
The one thing we could be sure of was 
opposition, so ipparently a Royal Charter 
was not obtainable. 
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The alternative, to commence as a 
limited company registered under the 
Board of Trade and with permission, as a 
scientific body, to eliminate the word 
‘* Limited,’’ seemed at first sight prepos- 
terous. By the shades of the Duke of 
Plazatoro, how we should be ridiculed! 
The first decision was to report complete 
failure. In time, however, better thoughts 
prevailed. Other bodies, now distinguished 
and venerated, had developed from this 
humble origin. So why should we not do 
so and succeed ? 

During these two years this committee 
met a number of times either at the home 
of Comyns Berkeley or Russell Andrews, 
though most of its work was done by 
correspondence, all passing through the 
hands of my very capable private secretary, 
Miss Mallon, who later became the Secre- 
tary of the College and who, to its great 
advantage, still holds this strenuous post. 

Russell Andrews was a_ lovable 
fellow, kindly and friendly and willing to 
help anyone. In appearance and inclina- 
tion nature had designed him for a country 
squire, and a few years later he resigned 
from the staff of the London Hospital to 
be free to devote more time to hunting, 
shooting and fishing. Friendly to all and 
liked by everyone, he perhaps suffered 
somewhat from his good qualities and was 
too easily swayed by the last man he con- 
versed with. This became obvious later, 
when personal differences arose, and he was 
not infrequently used to pull chestnuts from 
the fire which others feared might burn 
their fingers. 

The committee worked as one man in the 
most friendly atmosphere of co-operation, 
and differences of opinion were smoothed 
out by discussion or correspondence in 
friendly compromise, as we were all in 
agreement upon essentials and completely 
free from personal jealousies. 

Unfortunately, this family atmosphere 
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could not continue indefinitely. As the 
proposals became more concrete they had 
to be submitted to a wider circle. No 
longer was it a band of friends, the Gynae- 
cological Visiting Society, working closely 
together, but a larger body, many of whom 
held divergent views. 

From the first it was realized that the 
Gynaecological Visiting Society must not 
appear as the founder of the new college. 
A society with a limited membership 
necessarily created jealousies amongst 
those not invited to join; therefore this 
large new venture would be bound to meet 
with opposition if sponsored by this Society 
alone. That the first supporters were all 
members of this small Society was not likely 
to be recognized and so, having launched 
the project, with objects clearly defined and 
with articles which would work, the Gynae- 
cological Visiting Society, as a body, now 
faded from the picture. 

Founding a new college allowed us to 
pick and choose from other similar insti- 
tutions and to add our own suggestions. 

The decision to have both Fellows and 
Members came from the Royal College of 
Physicians: to be governed by a Council, 
as our Fellows would be too scattered to 
attend a Comitia (and from the first we 
were determined that this College must not 
be controlled from London and represent 
only London views), came from the Royal 
College of Surgeons: the submission of case 
records by all candidates for the Member- 
ship came from the American College of 
Surgeons. Insistence upon adequate train- 
ing before entering for the Membership 
examination; apportioning a fixed number 
of representatives on the Council to 
London, to the provinces, to Scotland and 
to Ireland; and to levy subscriptions on all 
active Fellows and Members, were original 
to ourselves, 

By 1926 we were gradually discussing 
the project with men outside the Gynae- 
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cological Visiting Society, and at once a 
new difhculty was the difference 
those practising in 
London and those outside 


manifest 
in outlook between 

Those who practised in the provinces, in 
Scotland and in Ireland at once saw the 
greatness of the conception and the possi- 
bility of attaining what this branch of 
Ire adi ithe h id req 1it¢ d for so long and all 
joined with enthusiasm and the promise ot 
help. In fact, when the College received 
1929 all recognized 
gynaecologists were invited to join, there 
were only two refusals in this group, one 
from person il enmity to Blair Bell, and the 
other a temporary refusal while the indi 
vidual held a certain ofhce 

In London the position was very difter 


reewtration in 


ent \ few were enthusiastic supporters, 


a consid rable tively 
opposed while the great 
prepare d to youn but not to give much active 
is they doubted 
whilk deep down they 
could not understand why we wanted a 
third Collew Ihe difference was due to 
Trained in teach 
physicians and 

formation of 

obstetrics and 
eynaeccolo \ ind to iccept is the hallmark 
ot ibility the Fellowships of Colleges 
divorced from obstetrics and gynaecology, 
it was natural that the Londoners iccepted 
these college 
of medicin ind treated 


number were 
were 


support in work or finance, 


it being a success 


training and sentiment 
in iospitals where the 
pre Ve nted the 


requisite departments in 


s the arbiters in all branches 


them with a 
understood by 
London 


influence in 


veneration not to be 
province man Moreover in 
senior men had much more 

hospital appointment nd therefore ovet 
the careers of younger men than in outside 
entre ind unfortunately the most 
influential of these were past the ave of 
founded the 
Visiting Society and were now sponsoring 
the new College. It was only natural that 


those who Gvnaecological 
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these seniors were critical of something pro- 
duced by younger men, and especially of 
a movement which originated outside 
London. Up to now London had always 
taken the lead, and it must have been dis- 
concerting to find the initiative elsewhere. 
The psychology is understandable, and we 
must give full credit to those who, despite 
this, gave great service to the { ollege 

It was clear that to attract Londoners our 
original committee must be enlarged, and 
for this purpose Comyns Berkeley gave a 
dinner party on I th July, 1926, to which 
were bidden Sir Francis Champneys, Sir 
Blacker, Dr. Watts Eden, Dr. 
Fairbairn and Dr. Herbert Spencer to meet 
the five members of the Committee. 

On this Comyns Berkeley 
surpassed even his high standard of the 
vastronomic art, and after dinner we 
idjourned by a private staircase to his 
second dining-room in the basement, where 
around a refectory table laden with dessert 
we could talk undisturbed by servants. In 
Blair Bell’s absence through illness it fell 
to my lot to explain the project and to solicit 
their support. There was much question- 
ing and discussion, with the result that 
Champneys, Eden and Fairbairn promised 
modified support, Blacker opposed for the 
curious reason that he disliked the two old 
Colleges and would take no part in found- 
ing a third, while Spencer apparently sat on 
the fence. 

Apart from Blacker these men had great 
veneration for the Royal College of 
Physicians, and it was mutually agreed that 
sed between us was to be kept 


(,eorge 


Oct asion 


what pa 
secret until Champneys had explained the 
project to the President of the Royal College 
of Physicians, Sir John Rose Bradford, an 
old personal friend, and assured him that 
we should not damage his ancient College 

Unfortunately when Champneys did see 
the President the following day he found 
that Spencer had forestalled him, and there- 


‘ 4 
alte 
; 
ree 
| 
i 
1 rs, 
| 
i 
. 
Bee 
| 
J 
4 
| 


THE BIRTH OF A COLLEGE 


fore that his task of assurance was not so 
easy, and no doubt the President retained 
a little suspicion of us, although to Sir 
Francis he gave modified approval and 
even wrote this on the copy of our articles 
which were then shown to him. 
Champneys at this time was over 70 
years of age. His was a thick-set figure 
with an aristocratic head distinguished by 
a well-formed nose and thick white hair and 
moustache. Though short in stature his 
was a commanding presence, and while in 
earlier years he may have deserved the 
reputation of being somewhat irascible and 
domineering, age had mellowed him, and 
left him with charming manners and the 
sweetest of smiles. In the years we worked 
together I found him ever courteous and 
conciliatory solong aseverything was honest 
and above board. The slightest suspicion 


of underhand dealing, however, aroused 
his wrath, when he expressed himself 
courteously but incisively. He was a great 


gentleman, and made one feel a better 
man for knowing him. 

Eden had great gifts and was then at the 
height of his powers and his influence. A 
clear thinker, influenced by logic and not 
usually swayed by sentiment, with a 
command of good English which made him 
both a good writer and speaker, he was, I 
think, the best committee man I ever met. 
His logic and want of sentiment, however, 
prevented him from being an _ inspired 
leader, and worst of all, he was never pre- 
pared to take a risk. He had great control 
over his temper: only once—though often 
I saw him in trying circumstances—did he 
momentarily lose that control, and in one 
pungent sentence showed what he felt. The 
antithesis of Blair Bell, time only increased 
their differences in outlook, and this, com- 
bined with Eden’s instinctive resentment to 
leadership from outside London and his 
natural suspicion of anything showy or 
involving some risk, gradually threw him 
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into opposition to almost all that Blair Bell 
proposed. So marked did this become that 
the Council, I think, feared that if he 
became President the progress of the 
College would be retarded and this, I 
believe, was the reason why Fairbairn, 
rather than he, was elected to follow Blair 
Bell as second President. His work, 
however, on the Council in the first few 
years was invaluable and he did much to 
mould the present machinery of adminis- 
tration. 

Fairbairn, Honest John, as he was nick- 
named, was one of the straightest of men, 
though sometimes he displayed a rugged- 
ness of temperament which was far from 
conciliatory and a_ stubbornness which 
nothing could move. He was, however, 
generally amenable to reason, and when he 
overcame his natural suspicion of leader- 
ship from outside London, was a most 
co-operative colleague. If he opposed, 
his opposition was open and above board, 
there was never any feeling that he worked 
by subterranean methods to get his own 
way, or influenced others to do what he 
feared to do himself. He began his 
Presidency with an obvious bias in favour 
of London, but his essentially honest mind 
gradually realized that there was no 
attempt on the part of the provinces to 
claim more than a fair hearing and fair 
share of the government. Having reached 
this position himself he gradually elimin- 
inated cliques, and at the end of his 
Presidency the Council was working whole- 
heartedly together with no other thought 
than for the good of the College. 

These three men, Champneys, Eden and 
Fairbairn, were a great acquisition to the 
College, especially in its relationship to 
London men. 

There was, however, the other side of the 
picture. Up to this period the committee 
had worked as one man for the principles 
first put to and accepted by the Gynaeco- 


1 
| 
at 
| 
aed 
Te 
| 
2 


[hese new men 
of this Society, had not 
ed and accepted our foundation 
principles and, moreover, loved and 


venerated the Roval College ot Physi ans 


logical Visiting Society 


were not members 


discus 


For fear of damaging this ancient corpora 
tion they would not at first accept the title 
of ‘‘College"’. Champneys and Eden 
ially desired an Association ’’ or a 
‘* Fraternity Nor did they take kindly 
to examination, partly they 
thought men were already over-examined 
ind the possibility of the examination of 
the new College replacing those of the 
FRCS, and M.R.C.P. did not enter their 
minds, but even more because the claim to 
examine 


ause 


students and to grant a diploma 
to practitioners would arouse opposition in 
the older Colleges 


Blair Bell, Chairman, especially 
chafed at this opposition, and in the early 
days I think their retirement would to him 
h ive been i rehet 
been fatal and it was not easy 
in those days to pursue an even 
betw nists and to keep them 
working together 


hese main principles 
until 26th April, 1927, at 
Manchester, held during th 


ou; 


Such a split, however, 
would have 
course 


een the extres 


not settled 
meeting in 
meeting of the 


were 


Congr of British Obstetricians and 
Gynaecologists, of which I was President. 
Before this date discussion had been 
restricted to the original five members of the 


Committee and these three London seniors. 


Now, however, the time had come to widen 


our field, and copies of our articles and an 
invitation to attend this meetins had been 
sent to a carefully selected list of leadin 
gynaecologists practising in ill parts of the 
kingdom 

Thirty ven attended, while forty-two 
wrote to ipolo ize tor non ittendance ind 
to say they supported the scheme. Only 


three refused to have anvthing to do with it 
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all from London, but one of these has since 
served on the Council, 

This was probably our most critical 
meeting. If the majority ranged them- 
selves behind Champneys and Eden, most 
of us who initiated the scheme would drop 
out. On the other hand, insistence upon 
the term ‘‘ College ’’ and power to hold 
examinations might alienate Champneys, 
Eden and Fairbairn. 

After much discussion, which Blair Bell 
handled with a tact he had never before dis- 
played, the feeling of the meeting was so 
strongly in favour of ‘‘College’’ that 
Champneys and Eden gracefully gave way. 
The principle of holding examinations was 
also accepted, but here Blair Bell com- 
promised. The original suggestion was to 
claim powers to hold three types of examin- 
ation: 

(1) For young consultants applying for 

Membership. 

(2) A qualifying 

students. 

(3) A Diploma to show proficiency in 
obstetrics for general practitioners. 

That we should make our own decision 
on the method of testing candidates for our 
own Membership no one could reasonably 
quarrel with. That we should claim a 
right to take part in qualifying examinations 
or to grant diplomas to general practitioners 
was sure to arouse strong resentment in the 
older Colleges as they made, at that time, 
such a large income from the Conjoint 
Examination. As our diplomas could not 
be registrable without an Act of Parliament 
there could be no question of holding a 
qualifying examination by ourselves, and 
<0 Blair Bell was wise to accept an amend- 
ment that we would only take part in a 
qualifving examination if we were invited 
to do so by some corporation already hold 
ing such an examination. 

I believe that one of the main reasons 
for this mutual forbearance was the fact 
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that Champneys and Blair Bell were guests 
in my house during the four days of the 
Congress and in the mollifying atmosphere 
produced by my wife, whom they both 
liked, found more points of agreement 
and appreciation than either had before 
thought possible. 

From the first our lawyers had insisted 
that we must claim a right to examine 
students, otherwise the Royal Colleges 
might at a later date use this deficiency as 
an excuse for not asking us to co-operate. 
They did not like the amendment accepted 
by Blair Bell which tied us to take part in 
an examination only when invited to do so 
by some other corporation. They were 
right and logical, but not tactful, as 
unfortunately they circulated the text of 
their amendment rather than the one 
accepted in Manchester, and so precipi- 
tated a great row. The London men 
thought that Blair Bell and I had double- 
crossed them, and so high was the feeling 


that Comyns Berkeley refused to allow us 


However, Blair Bell, 
who was entirely innocent, made the 
lawyers attend and re-write the clauses in 
the terms of the Manchester amendment. He 
then allowed them to state their objections 
and what alterations they desired, and 
eventually they persuaded the opponents to 
accept their wording. 

This claim to hold examinations was the 
cause of much opposition and bitter feeling, 
and vet how right were the lawyers and 
Blair Bell to insist upon it. When, in the 
following year, the two Royal Colleges 
raised objections to our _ registration 
these were based entirely upon our ex- 
amination claims, and they were pre- 
pared to withdraw their opposition if 
these were deleted. The Royal Colleges 
made a large income from the Conjoint 
Examination and naturally did _ not 
welcome any third party. sharing this. 
We, on our part, thought the midwifery 


to meet in his house. 
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part of this examination a poor one, and 
that it could be improved if managed by 
gynaecologists, and quite naturally we felt 
that a share in these large fees would not 
come amiss to our coffers. 

Eventually we retained the right to hold 
all three examinations. The first, to 
examine for our own Membership, and the 
third, to grant diplomas in obstetrics to 
general practitioners, have been in use for 
many years. To take part in a qualifying 
examination has not yet come about, nor 
have we taken any steps to force the issue. 
It is interesting to note that in 1942 the 
Royal College of Surgeons, which most 
strongly opposed our registration, desired 
that we should take part in the Conjoint 
Examination, but at that time the Royal 
College of Physicians would not agree. Now 
the Medical Act which has just passed 
through Parliament, without any prompt- 
ing from us, contains a clause which 
regularizes our position. 

At the Manchester meeting the nine 
signatories required by the Board of Trade 
to sign the request for registration were 
elected. Champneys, Eden, Comyns 
Berkeley, Russell Andrews for London; 
Blair Bell, Maclean and Fletcher Shaw for 
the provinces; Munroe Kerr for Scotland; 
and Lowry for Ireland; and it was this 
body which now took over the duties of the 
original committee. 

Finally agreement was reached on all 
points and a copy of our memorandum and 
articles deposited at the Board of Trade. 
This department consulted the General 
Medical Council and the Ministry of Health, 
and as no objections were raised by these 
the articles were sent to their lawyers. 

After a few verbal alterations had been 
made, the Board of Trade expressed them- 
selves as_ satisfied, and published an 
advertisement in the press on 22nd June, 
1928, to the effect that this request to 
register the College had been received and 
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that objections could be made up to 11th 
July, 1928 

Whether it would be better to keep the 
two Royal Colleges informed of our plans 
was hotly debated at the time lo have 
done so might possibly have avoided some 
of the acrimony, but on the other hand it ts 
unlikely that we should have reached even 
the point of appl ation to the Board ot 
lrade unless we had eliminated the clauses 
sbout examination, Nor must it be torgot- 
ten that the Roval Colleges in Scotland and 
Ireland would have to be consulted if those 
in Le ndon were, and no om could tore tell 
the outcome of a discussion with six learned 
bodies 

In any case, our application had been 
sent to the Board of Trade who thought it 
necessary only to consult the General 
Medical Council at d the Ministry; if further 
idvice was required it was their duty to 
seck it 

Unfortunately for us the advertisement 
was seen by Su John Rose Bradford, the 
President of — the Roval College ol 
Physicians, who communicated with Lord 
Movnihan, the President of the Royal Col 
lewe of Surgeons, and these Colleges issued a 
joint protest against the formation of the 
new College, on the grounds that the grant 
ine of certificates for proficiency inobstetrics 
and gevnaecology would be an infringe- 
ment of their privileges. As these ( olleges 
had withstood tor so many ye irs all appeals 
to establish a qualifying examination in 
midwifery, even after this was required by 
the Second Medi il) Act, and had never 
done anvthing for obstetrics and gynae 
cology bevond acceptance ot fees trom 
those who sat these higher examinations tn 
subjects entirely disconnected from this 
branch of medicine, it sounded somewhat 
ironical to claim that the new College would 
infringe privileges they apparently des- 
pised 

In making this protest they were within 


their rights, but unfortunately indignation 
seemed to have obliterated memory, as 
the President of the Royal College of 
Physicians stated to the Comitia that this 
notice in the newspaper was the first 
inkling he had had that such a scheme was 
afoot. Apparently he forgot that two years 
earlier Sir Francis Champneys had shown 
him a copy of our proposed articles, and 
that he had written a modified agreement 
upon the copy which I have now in my 
What was even more remark- 
able was that Sir Francis and the other 
obstetric Fellows did not correct him. 
Later the President did acknowledge to Sir 
Francis in writing that he had overlooked 
this when making his statement, but he 
never corrected it in the subsequent 
Comitias, nor would the obstetric Fellows 
allow him to be brought to book. Such 
veneration for high office is now unknown, 
ind even then it seemed an anachronism 
that the President should perpetuate an 
aura of suspicion and distrust which a 
frank admission of lapse of memory would 
have dissipated. 

The main opposition seems primarily to 
have come from the Royal College of 
Physicians, but I suspect that from the first 
the President of the Royal College of 
Surgeons, Lord Moynihan, was the 
driving force behind the scenes. At any 
rate after the first protest and the discussion 
in Comitia the Royal College of Physicians’ 
opposition gradually receded, and was no 
more heard after Lord Dawson of Penn 
succeeded to the Presidentship in 1931. 
Lord Dawson had from the first believed 
that we had the right to carve our own 
destiny, but in the first years of his Presi- 
dency he had to walk carefully, as there 
was still a small core of Fellows opposed to 
us. Gradually he was able more and more 
to help us, and I should like it put on record 
how much I relied upon him in the five 
vears I held the Presidency for his shrewd 
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advice and help. His successor, Sir 
Robert Hutchinson, 1938-1941, had sup- 
ported us in the first Comitia and remained 
a stout friend. Lord Moynihan continued 
a bitter enemy even after his retirement 
from the Presidentship in 1932, but with 
succeeding Presidents the relationship 
became steadily more cordial and co- 
operative and no one could have had 
better friends than I had in Sir Hugh Lett 
and Lord Webb Johnson during my 
Presidentship. 

The Board of Trade arranged for the 
hearing of objections to our Registration 
on 22nd March, 1929, and the two Royal 
Colleges briefed the leading Chancery 
barrister, Wilfred Green (later to be Lord 
Green, Master of the Rolls). This put us in 
a difficulty as our Counsel was then only a 
junior, and he thought we should also be 
represented by a leading K.C. It was one 
thing for these wealthy Colleges to engage 
the most expensive Counsel, but quite 
another matter for an impecunious body 
like the proposed College. However, there 
was nothing for it but to plunge and to trust 
that at some time and from somewhere we 
could raise the necessary funds, and so we 
engaged Mr. Gavin Simmonds (now Lord 
Simmonds, a Lord of Appeal), who most 
generously accepted a reduced fee. 

The enquiry took place at the Board of 
Trade under the Chairmanship of the 
Parliamentary Secretary, Mr. Williams 
(now Sir Herbert Williams, M.P.), who was 
supported on either side by the Chief 
Solicitor and Sir George Newman, the 
Principal Medical Officer of the Ministry of 
Health. It was generally agreed that 
Wilfred Green had been badly briefed, as 
he harped more upon Henry VIII (a much 
married man who might reasonably have 
been expected to support our College) 
than on modern times, and that Gavin 
Simmonds scored a distinct success. 

After this we expected early registration, 
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but weeks went by and nothing happened. 
Then we heard that the Board of Trade felt 
that they could not over-ride the objection 
of these ancient Colleges, though the 
officials felt that we had had the better of 
the argument at the enquiry. 

So we drifted along until suddenly a piece 
of luck fell our way. The Solicitor-General, 
Sir Boyd Merriman (now Lord Merriman, 
President of the Divorce Court), had 
practised in Manchester when a junior on 
the Northern Circuit, and was now M.P. for 
my division. I had spoken to him on 
several occasions about the College but 
there did not seem to be any action which 
he could usefully take. 

Then suddenly, in May 1929, Mr. 
Baldwin decided to go to the country and 
in his first electioneering speech in the City 
made “‘Improvement in maternal mor- 
tality ’’’ one of the main planks in his 
platform. This was a heaven-sent oppor- 
tunity, and at once I wrote to the Solicitor- 
General to point out that the teachers of 
obstetrics were at least as interested in the 
subject as were the politicians: that the 
teachers were convinced that the only way 
to procure permanent improvement was to 
improve the teaching of medical students 
and midwives, which could only be brought 
about by binding the teachers together in 
the new College so that they could demand 
improved teaching facilities: that this was 
opposed by the Board of Trade: that it 
seemed unlikely now that the election 
could be fought without some manifesto 
being issued giving these facts. A few 
days later the Solicitor-General wrote to say 
that he had sent my letter to the Minister 
of Health, Mr. Neville Chamberlain, who 
replied that he had carefully considered the 
points raised in my letter, that he fully 
appreciated their importance and the need 
for an early settlement. He was, there- 
fore, asking the two Presidents to meet 
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Professor Blair Bell as soon as possible in 
conference at the Ministry of Health. 

[he same day Blair Bell had a telephone 
message trom Lord Moynihan asking him 
to meet him a id Su John Kose Br idford 
At first Lord Moynihan would not give way 
ht to hold examinations Was 
be lladamant, 


the ng 
eliminated, but finding Blau 
he finally agreed to an arn ndment which 
Blair Bell had previously suggest d to the 
Board lt ict 

fhis agreement had to be ratified by all 
three fhe Royal College ol 
Physicians did so at its first 4 omnitia, but the 
and 


bodies. 


Roval College of Surgeons di layed 

delayed into July In the meantime 
Counsel acting tor th Board of Trade and 
ourselves wished to make some mino! 


alterations in the wording ot this clause 
without altering the sense. Lord Moynihan 
seized the opportunity to alter the agreed 


meaning of the clause to the effect that we 


hould do the work of examination tor a 
diploma of the Roval College without 

ving our name attached to it 

fhis, apparently, was too much evel 
for the B ird ot It ide, which suddenly 
informed our lawyer on 23rd August, 1929 
that the heencs would be granted immedi 
itely. with the dispute d clauses as worded 
by our Coun i] 


And so, at last the College was born afte! 
tation period of five years. At the time 
this seemed an unnecessarily long period 
ind I doubt if any of us wo ild have em 
could have 


harked on the venture il we 


inxietv and trustration 


foreseen the wor 

we were to encounte! Nevertheless, 
looking back upon that period I doubt 1 
the result would have been worth whil 
vithout this labour, which itself was th 
measure of the \ slue of the College With 
less opposition other bodies would have 
founded similar Colleges in fact, two 


bod did approat h us later to le iTn how 
we had worked, but the details were too 
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much for them and they decided to be con- 
tent with some lower type ot association. 
Moreover, without this long struggle we 
should not have bound our branch so 
closely together so that the College, pro- 
posed and planned by a tew, became 
ultimately the expression of a mass move- 
ment carrying all obstetricians and gynae- 
cologists along with it. This is the explana- 
tion of the rapid development of the College 
in its early years, a development which 
surprised even its most ardent supporters. 

On 13th September, 1929, the Certificate 
of Registration was received and the child 
Although the gestation period 
was long the infant seemed ve ry tee ble, and 
I doubt if any outside its supporters thought 
it would survive the neonatal period 

A College in name but without a home 
except my Secretary's office; no personnel 
except the nine signatories: no machinery 
for its government and guidance: no funds 
bevond a donation made by each signatory 
and long ago spent, and now debts incurred 
for the legal expenses and the printing of 
our articles: a considerable feud with the 
two Roval Colleges: worse still, a definite 
spirit of suspicion and. often of opposition 
between London and the other 
worst of all, a violent quarre! which had 
out Blair Bell and 
Comyns Berkeley which was destined to 
extend through the whole three years of 
Blair Bell’s Presidentship and frequently 
to threaten to split the College from top to 
bottom. 

No one, not even its most ardent sup- 
porters, could have prophesied that at the 
end of Blair Bell’s Presidentship of three 
vears, What we may call its neonatal period, 
it would have emerged a lusty infant with a 
membership of 276 spread all over the 
British Empire, with property worth over 
£17,000, with a London house which had 
been opened by H.R.H. the Duchess of 


Was born. 


regions: 


broken between 


York, in the presence of the Presidents of 
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THE BIRTH OF A COLLEGE 


the two Royal Colleges, and the Minister 
of Health, or that in this year, 1950, when 
it has reached its majority, it would be a 
Royal College, with a Royal Charter, and 
with H.M. the Queen its Patron and an 
Honorary Fellow, its Membership the 
acknowledged hallmark of a gynaecologist 
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not only in these islands but throughout the 
British Dominions, while it takes its place 
as the youngest but otherwise equal partner 
of the three Royal Colleges, with its 
President accorded equal ex-officio repre- 
sentation. 

These are chapters to be written later. 
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[nis case, as far as | am aware, is the first 
reported instance of a Brenner tumour 
occurring in an extra-ovarian site, and it 
is with this aspect of the case and the light 
it throws on the origin of these tumours 
that, in the main, this report deals 

The patient, a parous marned woman of 64 years 
was admitted to the medical wards in August 1949 


under the care of Dr. Arthur, complaining of weak 


eas, palpitation, breathlessness and loss of weight 
During the course of routine examinati na palpable 
mass was discovered in the left lower abdomen 


There wa nothing ibnormal in her obstetrral 


or gynaecological history. She was a 4-para, and 


had had a normal menopause at the age of 50. On 
bimanual examination I thought the tumour was 
either iterine fibroid or an ovarian tumour 
wiherent to the uterus There was no sign of free 


fluid in the peritoneal cavity 
At operat 


what I belreved to be a broad ligament fibroid 


znd September, 1949, | found 


Both ovark vere present, and the tumour was 
completely covered by the peritoneum of the left 
broad ligament The upper peritoneal covering 
peeled iwayv easily ind the blood vessels of the 
tumour, which were entering it from the base of 
the broad ligament (presumably from the uterine 

| ind certainly not from the ovarian), were 
lamped and cut, and the tumour removed. The 


tumour bed was peritonized, and the abdomen 


losed The patient mace in uninterrupted 


The tu rwa ent for patholk il examir 
t with linical diagnosis of Broad Ligament 
bit ! 

Olbstetrx 1 ¢ ] et n 2nd 


EXTRA-OVARIAN BRENNER TUMOUR’ 


ROBINSON, M.R.C.O.G. 
Gynaecologist, South Shields General Hospital 
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Pathological Report 
[his specimen consists of an oval mass, 16 cm 
long by 12 cm. broad, with a coarsely lobulated 
outer surface covered by a smooth grey capsule less 
than 1 mm. thick, except over a longitudinal area 
1o cm. long by 2cm. broad, where the blood vessels 
ire entering, and it is ragged and brown. The cut 
surface is practically homogeneous, grey and tough, 
with a slightly granular appearance and without th: 
whorling associated with a fibroid. It contains two 
cysts, one centrally, and one at the periphery, each 
ibout 2 cm. in diameter with a smooth wall 

Microsc« pu Section I. Wall of central cyst shows 
epithelium typical of a pseudomucinous ovarian 
cyst. The remainder of the section shows islands 
of epithelial cells set in a fibrous background. The 
nuclei show the oat-shaped structure typical of 
Brenner tumour. Some of the epithelial islands 
contain glycogen, and some show central degenera- 
tion with eosinophilous colloid content 

Microscopic Section IT shows a similar picture and 


i fibrous capsule 


Dr. W. J. Shannon is of the opinion that 
this is a Brenner tumour. He is grateful 
to Dr. W. W. Woods of the Bernhard 
Baron Institute of Pathology, London 
Hospital, and Professor Duguid of New- 
castle-upon-Tyne, for having examined 
these sections. They both concur in the 
ibove opinion. 

In 1907 Brenner described 3 cases of a 
tumour which he believed arose from the 
epithelium of the follicle and accordingly 
called it o6phoroma folliculare. Although 
Orthmann, in 1899, had reported a case 
which was undoubtedly one of thes« 
tumours, they became known as Brenner 
tumours. 
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In Brenner's original communication, the 
tumour was confused with granulosa cell 
growths, and it was Robert Meyer, in 1932, 
who distinguished between the two types of 
tumour, and suggested as an explanation 
of their histogenesis that Brenner tumours 
originated from the cell nests, first described 
by Walthard in 1903, which appear as 
small, well-defined yellowish nodules or 
tiny cysts on the surface of the ovary, 
Fallopian tube and broad ligament, and 
which have not infrequently been mistaken 
for tubercles at operation. 

Novak, discussing the origin of Brenner 
tumours in 1947, said, ‘‘ Meyer’s explana- 
tion of the histogenesis of these tumours, 
while difficult of proof, has been accepted 
by. practically all subsequent writers as 
probably correct ’’; and again, Willis, in 
1948, said, ‘‘ The resemblance of Brenner 
tumours to the Walthard cell nests is indeed 
50 close, that it seems presumptuous to 
express any doubts regarding the now 


widely accepted origin of the one from the 
other, but it is necessary to point out that, 
while Walthard cell nests are commoner m 
the serous coats of the tubes and broad 
ligaments than in the ovaries, no extra- 


ovarian Brenner tumour has been re- 
ported.”’ 

It is correct, I think, to class Brenner 
tumour, if not as a rare, at least as an un- 
common neoplasm. In 1942, Fox collected 
170 cases from the literature and there are 
now just over 200 reported cases. In con- 
sidering these figures, however, it must be 


remembered that a large number of these 
cases were reported in the years immedi- 
ately following Meyer’s paper, and that 
there is not now the same stimulus to report 
what would be, in effect, just another 
case of Brenner tumour. 

This case of extra-ovarian Brenner 
tumour is, I think, the missing link which 
completes the chain of evidence as to the 
histogenesis so ably collected and ex- 
pounded by Meyer; and, bearing in mind 
the comparative rarity of Brenner tumour, 
along with the fact that, as the ancients 
put it, ‘‘ it is of the nature of the ovary to 
nurture and succour a tumour ’’— and ob- 
servation which does not apply to the 
Fallopian tubes and broad ligament—it is, 
I think, not surprising that 51 years should 
pass between Orthmann’s description of the 
first case of Brenner tumour and the coming 
to light of an extra-ovarian specimen. 

(The discussion of this paper is on 
page 989.) 
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TRAUMATIC INTRA-UTERINE ADHESIONS 


BY 


Josern G. ASHERMAN 


Department of Obstetrics and Gynaecology, Hadassa Municipal Hospital, 
57? 
Tel-Avuw, Israel 


understood nor 
curettage, 


Ir is neither sufficiently 
appreciated that uterine 
especially repeat d curettage, leaves traces 
which may have far-reaching consequences 
for the patient. One ot these consequences, 
the menstruation, I have 
described under the name of amenorrhoea 
traumatica this Journal 
(Asherman, 1945). 

In this paper we shall discuss a further 
effect—the regional obliteration of the 
uterine cavity, due to partial conglutination 
of the uterine walls. In both 
cases the changes are similar, but whereas 
in traumatic amenorrhoea the cervical 
canal and, in part ular, the region of the 
internal os are affected, the traumatic 
adhesions affect the walls of the uterine 
body itself. 


absence of 


(atretica) in 


opposing 


Ihe adhesions are either 
single or multiple and vary as to size and 
They are the result of an inflam- 
matory process, for the most part aseptic, 
and are associated with a thickening of the 
muscularis uteri, which is at least twice as 


thick as in the normal 


Anatomy 


shape 


Diagnosis. The diagnosis can be made 
clinical 
symptoms are entirely absent. The X-ray 
pictures show filling defects in the uterus, 
which mav be described as window-like, 
heart-shaped, tree-like, round or long, 
sometimes of an undefinable bizarre shape. 
These findings are always clear and con- 
clusive 


only ro ntgenologi ally, since 


Differential Diagnosis. Every busy 
gynaecologist will find in his archives 


X-ray pictures which will correspond 
to the above description, and were 
incorrectly interpreted by him as sub- 
mucous fibroids, polyps, subsepta or air- 
bubbles and were either set aside or, 
occasionally, curetted without success. If 
we realize how difficult it is to demonstrate 
polyps or submucous fibroids radio- 
graphically, and the technical skill it 
requires, we will readily understand that in 
our cases we are not dealing with new 
growths which project into the uterine 
cavity, but changes which completely 
obliterate it. That is the reason why any 
contrast-medium, even the densest and 
most opaque, is satisfactory and the filling 
defect remains unchanged even when the 
pressure is intensified or the amount of 
contrast-medium increased. 

Therapy. Treatment is surgical and 
gives good promise of restoration of a 
normally-shaped cavity. The best and 
safest approach is by laparotomy. It gives 
a clear operation field, enables inspection 
of the adnexae and correction of 
possible pathological changes in and 
around them. The uterus is opened by a 
curved incision on the anterior wall 
between the attachments of the ligamenta 
rotunda. The opening need be only so 
large as to permit insertion of the index 
finger. The adhesions are gently removed 
with the finger and the cavity palpated. 
When it is ample and the walls smooth, a 
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TRAUMATIC INTRA-UTERINE ADHESIONS 
medium-soft catheter is inserted and passed 
out through the cervical canal into the 
vagina. The uterine wall is sutured in two 
layers and covered’ with bladder 
peritoneum or the ligamenta rotunda. The 
catheter is removed after 3 days, having 
served the purpose of preventing renewed 
conglutination of the uterine walls. 

The vaginal approach can be either blunt 
(dilatation of the cervical canal) or sharp 
(anterior hysterotomy); but there is the 
danger that the finger inserted may 
penetrate into the uterine wall or even 
perforate it. It should, therefore, be limited 
to cases which were previously diagnosed 
but not treated, and are admitted for 
recent abortion. Then adhesions can be 
loosened digitally, simultaneously with the 
removal of the placental remains. 

Whether the operation can be carried out 
with the eye as a guide by means of 
hysteroscopy must still be investigated. 

Curettage is ineffective. 

Pathology. The distorted uterine cavity 
is a poor nest for the ovum and, should 
nidation take place, there is the risk of the 
spontaneous interruption of the pregnancy 
sooner or later. 

Prognosis. The purpose of treatment is 
not restoration of the obliterated cavity, 
but a cure of the existing sterility or 
tendency to abortion. 

Future observation will show the extent 
to which this operation has attained its end. 
We must not forget that we are dealing 
with women who previously tended to 
abort before the uterus was damaged. By 
remodelling the uterus, we remove only 
the additional and not the primary cause. 
We must, therefore, in postoperative 
pregnancies, resort to all available methods 
which are of any value in habitual abortion. 

Prophylaxis. To prevent conglutination 
of the opposing walls of the uterus it is 
suggested that, after every curettage, a 
strip of gauze saturated with penicillin be 
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inserted and left in place for 1-2 days. With 
increased knowledge of the disease entity 
described here, it may be possible to 
eradicate it completely. 


Case REPORTS 


The first case which forced us to be more 
careful in the interpretation of the X-ray 
picture occurred 4 years ago. 

Case 1. H.Ch., 34 years of age, had been 
married for 7 years. She had had normal menstrua 
tion. Between 1940 and 1946 there were 5 spon- 
taneous abortions between the 2nd and 4th months, 
the last 3 in spite of bed rest and hormone therapy. 
The X-ray (October 1946) showed 2 filling defects, 
one on the left half circular, the other on the right 
larger and of irregular contours (Fig. 1). 

On the assumption that we were dealing with 
submucous fibroids, laparotomy was performed 
(27th November, 1946) under spinal anaesthesia 
The slightly 
enlarged uterus was opened anteriorly and the 
cavity inspected. Nodes were not found, merely 
adhesions which could be readily separated with the 
finger. The uterine wall was 14% cm. thick. Since 
the operation appeared to be unsatisfactory 3 small 
pieces of tissue, somewhat paler than the surround- 
ing excised from the uterine wall. 
Microscopic examination showed muscle tissue with, 
After insertion of 


through a small horizontal incision. 


area were 
in one area, degenerated glands. 
1 catheter the wound was closed. The last men 
struation was on 6th April, 1947. The pregnancy 
was entirely normal with the aid of small doses of 
stilboestrol. On 4th January, 1948, she had a 
normal delivery of a baby girl weighing 7 pounds 


6 ounces (3,350 g.). 


Conclusive proof that the filling defects 
were due to adhesions was given by the 
second case, operated on more than a year 
later. 


B.M., 35 years of age, had been married 
10 years. Menstruation had been normal. She had 
a history of 5 induced abortions followed by a 
curettage for a missed abortion in the 4th month 
of pregnancy. The sequel of this was bilateral 
adnexitis and secondary sterility. The X-ray 
showed a fenestrated cavity with sactosalpinx 


CASE 2. 
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sinistra (Fig. 2a An attempt to separate the 


sdhesions with a curette was unsuccessful, there 
fore laparotomy was performed (29th December, 
1947) 

Under spinal anaesthesia a horizontal! incision was 
mace The 
left uterine tube in its distal half was thick ned to 
wiberent to the sigmoid The 
veil of 


The uterus was slightly hyperaem« 


2 cm., closed ind 


left ovary was covered with 1 dense 


adhesions. The right adnexa were norm al except 
for a localized thinning of the middle of the tube 
In spite ot this, on insufflation, the gas poured inte 
the abdominal cavity A transverse curved 


mncision was made through the thi kened anterior 


wall After digital separation of the adhesions the 
wound was closed. On check-up (Fig zb), X-ray 
showed a normal cavity 

Since then we have been examining 


roentgenologically all women who became 
sterile or infertile after 2 or more curet 
tages. In the last 2} years (January 1945 
June 1950) we have collected 65 cases. ( Inly 
in 21 cases was there normal filling of the 
uterine cavitv. In 2 there were small 
defects, hardly as large as lentils, in 42 they 
were widespread—a surprisingly high 
incidence of positive findings 

It is interesting to note that only 3 women 
were below 30 years of age, 27 were over 
36, and, of these, 10 were over 40 That is 
not surprising in women who have gone 
through as many unsuccessful pregnancies, 
but it greatly decreases the possibility of 
progeny, even after su cessful operative 
treatment. In order to reduce the age 
factor, it 1s desirable to broaden the indica- 
tion for hysterography and not to limit it 
to the very severe cases of infertility. 

[his is particularly applicable to patients 
who show other signs of traumatization of 
the uterus, such as amenorrhoea or hypet 
menorrhoea. Among our had 
traumatic amenorrhoea cured by sounding 
and dilatation, 7 others had traumatic 
hypermenorrhoea 

This applies also to women who give a 
history of one 


or more missed abortions 
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The curettage of old, organized placental 
tissue injures the uterine wall to a much 
greater extent than the removal of fresh 
abortion remains, and so the danger for the 
formation of adhesions is incomparably 
greater. This confirms our observations 
with the limited material at our disposal 
(23 missed abortions in 16 women). 

In rq women the infertility was of a 
secondary nature, and had been preceded 
by 1 or more childbirths, 25 in all. Ot 
these, 5 had been operative (3 forceps, I 
Caesarean section, 1 craniotomy followed 
by a vesico-vaginal fistula) and 6 premature 
deliveries. 

As far as treatment is concerned, we 
made the attempt in 2 cases to loosen the 
adhesions with a curette. The X-ray alter- 
wards showed that the attempt was unsuc- 
cesstul. 

We therefore went back to laparotomy 
and treated 3 more cases by this method 
(Cases 3, 4 and 5). 


Case 3. Sh.S., aged 40 years, marned 7 years, 
had had 4 spontaneous abortions (4 curettages) 
followed by sterility. Fig. 3a and b shows the 
uterine cavity before and after operation 

F.D., aged 35, married 12 years, I 
delivery, 2 abortions (2 curettages) 
followed by sterility. The long-stretched filling 
defect disappeared after operation (Fig. 4a and 
b) 

Case 5. F.Sh., aged 35, had been married 7 years 


CASE 4 
full-time 


The first pregnancy was 2 years after marriage, ! 
vear after insufflation, and ended with abortion and 
urettage The second pregnancy followed treat 
ment for secondary sterility, ending with stillbirth 
She had an 


X-ray 


at the beginning of the 9th month 
ibortion and curettage 7 months later 
(December 1948) revealed uterus bicornis with a 
bizarre-shaped obliteration of the uterine cavity 
The operative technique adapted to this condition 
consisted of a transverse incision through the fun- 
dus. excision of a rudimentary triangular septum, 
separation of the adhesions, insertion of catheter 
ind longitudinal suture of the transverse incision 
Because of brittleness of the muscle tissue many 
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sutures cut through. 
A hysterogram after operation showed a 


Healing occurred by primary 
union 
somewhat irregular uterus without any filling defect 
(Fig 
pregnant. 


5a and b). Patient is at present 4 months 


The abdominal approach has many 
advantages and gives satisfactory results. 
But as there is the possibility of inserting 
the finger into the cavity without injuring 
the uterine wall, it seemed to us worth- 
while to try the vaginal way. 


Case 6 (Fig. 6a and b) was treated by instru 
mental dilatation of the cervical canal, insertion 
of finger and an attempt to separate the adhesions 
The attempt ended in perforation of the left wall 
of the uterus and necessitated immediate laparo 
tomy. The perforation was closed and then the 


adhesions were loosened digitally through an 


incision in the anterior wall. A roentgenogram 
made 4 months later showed 2 small defects, one 
dot-like, the second a tooth-like projection, both 


probably the sequels of the hasty operation 


More favourable conditions for vaginal 
operation present themselves when a case, 
which has previously been diagnosed, 
aborts. The wide open or readily dilatable 
cervical canal facilitates the insertion of the 
finger and the emptying out of the uterine 
contents with restoration of the uterine 
cavity. Two cases have been treated in this 
manner: one will serve as illustration. 


Case 7. J.L., 35 years ot age, had been married 


8 years, with normal menses. In 1943 she had a 
protracted spontaneous delivery (the infant died 
several hours after birth, of cerebral haemorrhage); 
after this there were 3 abortions followed by curret- 
tages, all of them in the 3rd month. There had 
been an Alexander-Adams operation and a sal- 
pingography with perforation of the uterine wall 
and spilling of the lipiodol into the abdominal 
cavity. There was sterility for the last 2 years. 
On 22nd August, 1948, hystero-salpingography 
(Fig. heart-shaped filling 
defect of the cavity and patent Fallopian tubes. 
Subsequently there was only 1 menstrual period 
(2nd September). On 1948, 


7a) revealed a large, 


15th November, 
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abortion took place. On cleaning out the uterus 
the adhesions were digitally loosened and a gauze 
On January 26th, 1949, 


7b) showed that filling 


strip inserted for 48 hours. 
X-ray examination (Fig 
defect had disappeared. A year later she again 
aborted, this time in the 4th month, in spite of 
stilboestrol and rest in bed 

In the future we shall try vaginal 
hysterotomy in suitable cases. 

Also, hysteroscopy, which has so often 
been mentioned in the literature and just as 
often discarded, may perhaps be of use for 
this purpose. If it were possible to see the 
adhesions and to loosen them instrumen- 
tally, using the eye as a guide, the ideal 
method would have been found. We have 
the intention of trying out the practical 
application of these theoretical hypotheses. 

In order to prevent renewed adhesion of 
the uterine walls, we used to insert a 
Nelaton-catheter prior to closing the uterine 
wound. But since it was either spon- 
taneously expelled or pulled out by the 
patient after several hours, we are not 
convinced of the necessity of its insertion. 

Now we must consider the question 
whether deformity of the cavity by 
adhesions is an absolute obstacle to carry- 
ing to term. Instead of attempting a direct 
answer we quote the following case. 

Case 8. G. H., 29 years of age and married for 
Follow 
ing 2 of these she was curetted. Hysterography 


6 years, had had 4 spontaneous abortions, 


showed 2 filling defects, the left tube was not filled, 
the right tube was long and patent (Fig. 8). In 
the following pregnancy she was treated by rest in 
bed, hormone therapy and neosalvarsan in spite 
At the 
There was 


of negative Wassermann and Kahn tests. 
calculated date labour pains occurred 
very slow dilatation of the cervix and after 24 
Caesarean section carried out under 


hours was 


local anaesthesia. The incision was longitudinal, 
in order to enable inspection of the uterine cavity. 
The child, a female, was 20 inches (51 cm.) long and 
Manual 


an unusually large placenta was 


weighed 8 pounds 4 ounces (3,750 g.). 
separation of 


necessary. From the left uterine margin there was 


Ore | 
| 
| 
q 
4 
| 
Be 
= 


a thick 
fundus and forming 
of the left « 


long, 2 cm 


muscular strand, bridging over to the 
a smaller cavity in the region 
1 second bridge of tissue 4 cm 
thick connects the 


vicinity of the 


wou 
wide and '; cm 
anterior and posterior w ills in the 
f the bridge (muicrosco 


right border Excisior 


pic ally muscular tresue und suture of the uterine 


wall were carned out 


In conclusion the question 
raised, whether the high incidence of 
positive findings in our material should be 
attributed to an especially rough and 
pitiless handling of curetting instruments in 
our country 

[he question must be answered in the 
Israel is a country of vast immi 
eration and about half of the patients 
brought their condition with them from 
different parts of the world. The other half, 
with but a few have been 
curetted here by « ompetent gynaec ologists. 

There is no doubt that methodical radio 
logical examination of all patients with 
impaired fertility, and the correct reading 
of the pictures obtained, will prove that 
traumatic intra-uterine ‘‘conglutination’’ ts 


negative 


exe eptions, 


must be 
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quite a common pathological condition all 
over the world. 


SUMMARY 

As a sequel to curettage, we quite often 
meet with conglutination of larger or 
smaller areas of the opposing walls of the 
uterine muscularis. The diminished and 
deformed cavity is a poor nidus for the 
ovum, and in a vast majority of the cases, 
leads sooner or later to spontaneous inter- 
ruption of the pregnancy, if nidation takes 
place at all. 

Clinical symptoms are absent and the 
diagnosis can be made only roentgeno- 
graphically. Confusion with polyps, 
submucous fibroids .or air-bubbles can 
easily be avoided. 

Treatment is surgical and consists in 
separating the adhesions. 

Every case of habitual abortion, or 
sterility following abortion, has to be 
examined radiologically. 
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INTRODUCTION 

As other causes of stillbirth and neonatal 
death are overcome, it is natural that 
increasing attention should be paid to con- 
genital malformations and the factors that 
cause them. Congenital malformations now 
account for about I in 5 stillbirths and 1 in 
10 infant deaths. 

Some rare congenital malformations are, 
for all practical purposes, entirely deter- 
mined genetically, for example, brachy- 
dactyly and achondroplasia due _ to 
dominant genes, epidermolysis bullosa 
dystrophica and one type of microcephalic 
mental defect due to recessive genes. An 
efficient eugenic advisory service would 
help to prevent individual parents from 
having more than one child’ with 
epidermolysis bullosa dystrophica; but the 
incidence of both dominant and recessively 
determined conditions of a serious nature 
is mostly decided by the mutation rates of 
the genes concerned. To reduce the 
incidence of this class of malformation 
appreciably we must either find a way of 
preventing the genes taking effect or of 
reducing the mutation rates, both formid- 
able tasks. 

Other rare malformations appear to be 
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due almost entirely to environmental 
causes, for example those following 
maternal rubella and toxoplasmosis. The 
prospects of preventing this type of mal- 
formation are much better. 

But the malformations of which we 
know the cause are only a small proportion 
of the whole. All the more common 
malformations, mongolism, anencephaly, 
spina bifida, hydrocephaly, talipes 
equinovarus, harelip with or without cleft 
palate, cleft palate alone, pyloric stenosis, 
congenital dislocation of the hip, are of 
unknown and perhaps of multiple aeti- 
ology. 

Genetic factors probably play some part 
in the development of all these conditions; 
each of them tends to occur in two or more 
members of a sibship more often than one 
would expect by chance; and in the case 
of talipes, harelip with or without cleft 
palate, cleft palate alone, mongolism and 
pyloric stenosis it has been shown that 
monozygous twins are more often both 
affected than are dizygous twins of like sex. 
But in none of the conditions does the 
distribution within families follow the 
pattern of single factor inheritance. Either 
environmental and genetic factors are both 
required or each of them can cause the 
malformation independently. 

Whatever the true state of affairs it is 
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clearly worth searching for environmental 
factors in pregnancy, in addition to 
rubella and toxoplasmosis, which increase 
the proportion of children born malformed. 


In searching for environmental! factors, 
it must be remembered that the greater part 
of organ differentiation is already complete 
by the rath week of foetal life; so that, 
unless there are retrogressive changes, any 
noxious influences must have taken effect 
by the end of this month. For some abnor 
malities such as anencephaly the factors 
responsible must be in operation as early as 
the 5th week. Confirmation of this is 
provided by the malformations due to 
rubella. Such malformations occur with 
undue frequency only if the attack of 
rubella is experienced in the first 3 months 
of pregnancy (Swan et al., 1943). 

From time to time reports have appeared 
of isolated instances where a particular 
accident or infection during pregnancy was 
followed by the birth of a malformed child. 
Ingalls (1947) has recorded a case where a 
car accident in the Sth week of pregnancy 
was followed by the birth of mongol twins; 
in a series of 50 cases of mongolism he 
found on several occasions a history of 
infectious Ulness early in pregnancy 
reports suggest a causal 
might be chance events 


These 
connexion but 
In general the 
method ot asking the mother after the birth 
of her malformed child about abnormal 
events in her pregnancy is unsatisfactory 
Che ideal is to collect a sufficient number of 
such happenings, recorded at the time, in 
the early months of pregnancy and then to 
see if there is a subsequent incidence of 
inalformations significantly higher than in 
suitable controls. Even with rubella we 
have as vet no clear idea of the fre quency 


with which maternal infection is followed 


by the birth of a malformed child; partly 
because there is no certain way of diagnos- 
ing rubella and partly because it has not 
vet been possible to follow up enough 
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mothers from the attack of rubella to the 
birth of the child. Obviously care must be 
taken that the same standards for classify- 
ing a child as malformed are used both for 
the abnormal and the control group. It is 
easy in examining the children of selected 


mothers, for example diabetics, to note. 


minor malformations which would not 
normally be recorded in the hospital 
statistics. Care must also be taken that the 
two groups of mothers really are compar- 
able in all relevent respects. For example 
uterine fibroids and pregnancies resulting 
in mongol babies are both found more often 
in older mothers and so there will be a non- 
causal association between mongolism and 
uterine fibroids unless maternal age is held 
constant. 

Naturally enough, many of the condi- 
tions which it would be interesting to test 
for an association with malformed children 
are not at present recorded in antenatal 
notes, particularly minor illnesses which 
occurred in the first 3 months of pregnancy 
and so before the mother’s first visit to the 
antenatal clinic. But there are some condi- 
tions which are recorded with a fair degree 
of accuracy and completeness and which 
occur sufficiently frequently to give a 
reasonable sample for comparison with the 
whole group. These include two conditions 
of the uterus, retroversion and the presence 
of fibroids, one maternal condition, the 
presence of mitral stenosis, and one event 
in the previous obstetric history, the 
occurrence of abortions in the two consecu- 
tive pregnancies preceding the current one. 
Failure to record such events in the notes 
will make any real association rather more 
difficult to detect, but will not produce a 
false association, 

It is also possible from a series of 
antenatal records to see if there is any 
marked effect of maternal age and parity, 
or of season of the year, on the incidence of 
malformations. 
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MATERNAL STATES IN RELATION TO CONGENITAL MALFORMATIONS 


MATERIAL 


The antenatal records of mothers who 
booked their confinements in the early 
months of pregnancy at Queen Charlotte’s 
Hospital and who were confined in the 
hospital after the 28th week of pregnancy 
(measured from the last menstrual period) 
were examined. The period covered was 
for mothers delivered between January 
1943 and July 1949. There were altogether 
14,813 pregnancies included in the study. 
The number of malformations was 219, an 
incidence of 1.47 (+0.10) per 100 live and 
still births. 

It was not found possible to lay down a 
rigid definition of what was or was not 
included in the term malformation and 
naturally the rate of malformations will be 
higher when thorough postmortem 
examination is made of all stillbirths. For 


the last 2 years of this series a postmortem 
was performed on every stillbirth and neo- 
natal death by a morbid anatomist, but this 


was not always so in the earlier years of 
the study. Examples of hydrocele, 
Meckel’s diverticulum, and small umbilical 
herniae and small naevi were not included 
as malformations. Cases of talipes were not 
included if it was recorded that the 
deformity readily correctable 
passively. The malformations are listed in 
Table I. 

In this table examples ot hydrocephalus 
and of talipes, in association with spina 
bifida, were listed under spina bifida; 
examples of spina bifida with anencephaly 
were listed under anencephaly. Where two 
malformations were present the child was 
listed under the major malformation. 
Where more than two were present the 
child was listed under ‘‘ multiple.’’ 

This table may be compared with that of 
Malpas (1937) for births in the Liverpool 
Maternity Hospital. There is good general 
agreement, but the malformation rate is 
significantly higher in Malpas’s series (2.1 
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Taste I. 
Malformations occurring m 14,283 births at Queen 
Charlotte’s Hospital between 
january 1943 and July 1949 


Central Nervous System 
Mongolism 
Anencephaly 
Spina bifida 
Encephalocele 
Hydrocephaly 
Microcephaly 
Oxycephaly 
Cataract 
Face and Mouth 
Deformed ears 
Accessory auricle ... 
Harelip alone 
Harelip with cleft palate 
Cleft palate alone .. 
Cleft uvula 
Macroglossia 
Branchial sinus 
Alimentary Tract 
Ovesophageal atresia 
oesophageal fistula 
Pyloric stenosis 
Duodenal atresia 
Absence of first part of duodenum 
Cystic fibrosis of the pancreas 
Biliary atresia 
Malrotation of gut ... 
Exomphalos 
Imperforate anus 
Diaphragmatic hernia 
Inguinal hernia 
Genito-urinary system 
Renal aplasia: Bilateral 1 | 
Unilateral 1 | 
Polycystic kidneys 
Double ureter 
Penis attached to scrotum 
Hypospadias 
Cardiovascular System 
Congenital heart disease 
Skeleton 
Polydactyly 
Hands otherwise deformed 
Absent forearm 
Talipes 
Deformed legs 
Achondroplasia alone . 
Achondroplasia with spina bifida 
Miscellaneous 
Hemiatrophy 
Dermoid 
Large naevus 
Multiple 
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Total 
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22 
7 
& eee I 
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10 
7 
3 
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per cent) and this is almost entirely due to 
a greater number of obvious central 
nervous systern malformations, par- 
ticularly hydrocephaly (over 7 times as 
many), but also of anencephaly and spina 
bifida. Malpas’s series was of consecutive 
births and not confined to booked cases, 
so the difference may be due to those 
emergency admissions in the Liverpool 
series where the emergency admission was 
due to the malformation, for example 
obstructed labour with hydrocephaly and 
hydramnios with 
anencephaly. This is confirmed by the 
preponderance of cases of hydro« ephaly in 
Malpas’s series, whereas in unselected 
series this is the least common of the 3 major 
malformations of the central nervous 
system (Record and McKeown, 1949). 


some Cases ot 


MATERNAL AGE 


It Is well established that the inciden e 
of mongolism is greatly influenced by the 
age of the mother (Jenkins, 1933; Beall 
and Stanton, 1945), the incidence rising 
steeply with increasing maternal age. 
Murphy (1947), examining the families of 
children in Philadelphia whose death 
certificate noted congenital malformations, 
concluded that there was a maternal age 
effect for congenital malformations as a 
whok But it is not possible to remove the 
mongols from his series and his methods of 
analysis are unsatisfactory. He had no 
control group of mothers and so relied on 
intrafamilial analysi He compared the 
mother’s age at the birth of her first child 
and her first malformed child; it would 
have been more informative to have com- 
pared the mean age of the mother at the 
birth of her malformed children with that 
at the birth of her normal children. He 
also compared the proportion ot affected 
and normal children born in each maternal 
aye group. But with this procedure the fact 
that many of the families were incomplete 


(the family survey was undertaken shortly 
after the death of the last group of children 
included in the survey) would tend to 
increase the proportion of affected children 
born to mothers in the older age groups. 
Family limitation after the birth of an 
affected child would have the same effect. 
It would have been better to compare the 
maternal age distribution at the birth of the 
malformed children with that for all the 
children born in the city over the same 
period. The distribution he found for mal- 
formed children is not unlike that for all 
births in London in recent years. 


(1948) found that the 
incidence of malformations as a whole 
increased significantly with increasing 
maternal age and it can be seen from his 
table that this is still true after the mongols 
are excluded, though his series is relatively 
small. Malpas (1937) does not set out any 
analysis of the effect of maternal age on all 
malformations for his series from Liver- 
pool, but concluded that anencephaly, 
hydrocephaly, congenital heart 
and mongolism do occur more often to 
older mothers. Only in the case of 
mongolism, hydrocephaly and = anen- 
cephaly does the effect appear significant. 
But there is the possibility that some of the 
examples of hydrocephaly and anen- 
cephaly were admitted as emergencies and 
so really belonged to the somewhat older 
group of mothers who plan to have their 
babies at home. 


Landtman 


disease 


The large series of booked cases from 
Queen Charlotte’s Hospital shows no 
significant association of malformations as 
a whole with maternal age on the 7’ test, 
but in each of the three age-groups under 
30 the actual number of malformations is 
less than the expected number, while for 
each age-group over 30 it is greater, 
suggesting a real association. But it will be 
seen that that entirely disappears if the 
mongols are excluded. 
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This result was unexpected and was Toms I. 
checked by examining the maternal age [stitution by age and previns of 
distribution of malformed children and all to to 
children at the Obstetric Department of the . me 
Postgraduate Medical School, Hammer- Age 15-19 20-24 25-29 30-34 35-39 40+ Total 
smith Hospital. The series is less satis- Previous 

children 

The values of xy? shown in Tables II to VII were 

calculated taking the values of E shown as the 


5+ rs) I 7 14 
theoretical expected values. The error due to - 
this approximation is small. Total 135 1223 1602 


Taste III. 
Distribution by maternal age and previous children at Queen Charlotte's Hospital, 
January 1943 to June 1949 Of malformed children (O) compared with a distribution 
(E) proportional to that of every third booked case. 


Age 15-19 20-24 25-29 30-34 35-39 404 Total 


Previous 

children 
38 40 32 4 138 
43-33 43.11 23.68 10.20 2.79 ~=—:128.79 


10 22 21 19 6 79 
10.86 27-63 28.87 15.35 3.99 87.01 


I I 2 
0.40 0.31 0.62 1.29 0.93 3.19 


48 68 : 54 36 10 210 
5-99 54-23 71.05 53.18 26.83 7:72 219.00 
For maternal age x? =6.16 D. of F. =5 0.3>P>0.2 
For birth order ,? =1.60 D. of F I 0.3>P>0.2 


Taste IV. 
Distribution of malformed children excluding mongols by maternal age and birth order, 
compared with that of every third booked case. 
Age 15-19 20-24 25-29 34 39 40+ Total 


Previous 
chi'dren 
o 


37 40 28 12 
38.98 38.78 21.30 9.18 


10 22 19 14 
9-77 24.85 25.97 13.80 
o I 
0.04 0.28 0.56 1.16 0.84 
47 68 48 26 5 
5-39 48.79 63.91 47:33 24.14 6.94 


moO moO 


For maternal age ,? = 2.67 D. of F. =5 0.8>P>0.7 
For birth order ,?=3.62 D. of F. : 0.5>P>0.3 


| 
605 174 4938 
| 
4 
Oo 
4 i 
oe E 0.31 j 80 
57 oO 
E 0.00 
Total oO 
E 
2 4 129 
5-11 2.15 115.85 
= 
78.27 | 68 
51.14 
2.87 | 
197.00 
| 
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factory in that it includes emergency 
admissions. Here there is a highly signifi- 


cant association of maternal age and the 
incidence of malformations, but, if the 
mongol births are excluded, the association 
does not exceed the 0.02 level of signifi- 
cance on the y’ test and is inconsistent in that 
there is an excess of malformed children 
both in the 20-24 age group and in the over 


40 age group 


Distribution 
proportional to that of alternate blocks 
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TABLE 
if malformed children by maternal age (O) compared with the 
of 16 or 25 cases at Hammersmith Hospital, 


association and cleft palate and harelip 
(Fogh-Anderson, 1942), where there was 
no association. Very recently, Record and 
McKeown (1949), analyzing a large series 
of central nervous system malformations, 
have shown a slight maternal age effect for 
these malformations; this largely 


disappears for anencephaly and spina 
bifida, but persists for hydrocephaly, if 
birth order is held constant. 


E ) 


distribution 


January 1943 to December 1949 


Age 15-19 20-24 25 


Alternate blocks 
of birth 494 2540 
§0 30 
Malformed 8.45 48.00 
Malformed (O 3 50 35 
less mongols | E 7.31 42.04 
For mate rnal age of all malformed 


For maternal age of malformed less mongols 


If we consider malformations individually 
in relation to the age of the mother there 
are only a few of each type in this series 
and so they do not give much information 
even for the three commonest malforma- 
tions, mongolism, anencephaly and spina 
bifida. It will be seen, however, that the 
association for striking 
There is no suggestion of a maternal age 
effect for the other two malformations but 
the numbers are too small to exclude a 


mongolism is 


weak association 

To study the effect of maternal age on 
incidence of individual malformations it is 
best to collect a large unselected series of 
each particular malformation and compare 
the maternal age distribution of these 
children with that for all children. This has 
done for (Beall and 
1945), where there was a strong 
achondroplasia 
1941), where there was a small 


been mofigolism 
Stanton, 
positive 


(March, 


association, 


31608 


33-55 


40 


30-34 35-39 40+ Total 


2302 1320 345 10472 
45 22 21 177 
38.91 22.31 5.88 177.00 
30 20 11 155 
34.97 19.54 5-15 155.00 
2 == 49.10 D. of F. =5 P<o.01 
Sa 13.41 D of F 5 0.05 >P>0.02 


It is clear that, when attempting to 
correlate various types of maternal 
morbidity with the incidence of malforma- 
tions as a whole, any association merely 
due to maternal age will be small and not 
need correction except where mongols are 
concerned. 


BIRTH ORDER 

Since the discovery of the effects of 
Rhesus incompatibility it is naturally of 
interest to look for any effect of birth order 
on the incidence of malformations; the first 
child is likely to be relatively immune from 
any dangers due to antigenic incompati- 
bility of mother and foetus. 

Maternal age and birth order are strongly 
associated. Since there was no effect of 
maternal age on this series if the mongols 
are excluded, it is improbable that there is 
any effect of birth order (unless birth order 
and maternal age have an effect in opposite 
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Taste VI 


Observed (O) and expected (E) distribution of three common malformations by maternal age 
and number of previous children at Queen Charlotte's Hospital 


January 1943 to June 1949 
Mongolism 
Age 20-24 25-29 30-34 35-39 40+ Total 
Previous 
children 


For maternal age x?=49.6 
For birth order y?= 2.9 


Anencephal) 


Age 39-34 35°39 404 
Previous 
children 
1 
1.25 0.35 
2 
2.05 0.61 


7 3 oO 
0.74 3-31 0.95 


For maternal age x?=1.29 D., = 0.7>P>0.5 
For birth order ,?=1.21 D 0.3>P>0.2 


Spina bifida 


A ge 


Previous 
children 


0.72 5-54 : 1.30 
o 
0.04 1.39 3. 2.13 
o 7 3 
0.77 6.93 3-43 


For maternal age y?=2.677 0.3>P>0.2 
For birth order y?=0.95 0.5>P>0.3 


E 0.57 4-35 4-33 2.38 1.03 0.28 12.94 
a 1+ E 0.03 1.09 2.81 2.96 1.67 0.49 9.05 a 
o I o 6 10 5 22 
ar Total E 0.60 5.45 7.14 5-34 2.70 0.78 22.00 | 
i... | D. of F. =2 P<o.1 
D. of F. =1 0.10>P>0.05 
Total 
17 
15.88 
10 
11.12 
O 27 
E 27.00 
= 15-19 20-24 825-29 30-34 35-39 40+ Total 
oO 7 7 4 I 19 
E 0.30 16.46 
de 
r+ E 0.03 11.53 
Total E 0.99 28.00 
Bis 


G04 
directions so that the effects cancel each 
other, but there is no suggestion of this in 
Table V. The comparison can, however, 
be made directly, and there is no tendency 
for malformations to occur more often in 
this series to mothers who have had no 
previous pregnancies, those who have had 
from 1 to 5 previous pregnancies, and those 
who have had more than 5 previous 
pregnancies. This is so whether mongols 
are included or not. The evidence ts set out 
in Tables Il] and IV. It is also desirable to 
examine each individual malformation for 
a birth-order effect, and, taking the 
individually more common malformations, 
there is a suggestive but not significant 
effect for mongols {larger series show a 
significant association, but this can be 
shown to be due entirely to the indirect 
effect of maternal age (Penrose, 1934) | but 
not for anencephaly or spina bifida. How- 
ever, on a much larger series of examples 
of anencephaly and spina bifida (Record 
and McKeown, 1949), it appears that there 
is an excess of these malformations both in 
birth order 1 and in birth orders greater 
than 6 

Murphy found malformations as a whole 
commoner in the later birth orders, not by 


TABLE 
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comparison with a control population but by 
the Yule-Greenwood method of analysis 
within families. Both the facts that some 
families are incomplete and that some 
parents limit their families after the birth of 
an affected child will tend to produce excess 
of malformed children in the later birth 
orders with this method of analysis. 


EFFECT OF SEASON OF THE YEAR 

If agents such as virus infections con- 
tribute appreciably to the development of 
malformations we might see a varying 
seasonal incidence of malformations due to 
the seasonal incidence of the two common 
groups of virus infections, coryza and 
influenza. 

The seasonal incidence in the series was 
examined for the 6-year period, January 
1943 to December 1948, and the number of 
malformations in each month is set out in 
Table VIII. 

Analysis of the monthly totals shows no 
significant variation from raonth to month; 
there is a suggestive difference, though not 
reaching the 0.05 level of significance, 
between the small number of malforma- 
tions in June, July and August compared 
with the large number in the November, 


Vil 


Observed (O) and expected (E) distribution by maternal age of three malformations at 


Hammersmith Hospital, January 


Mongolism 


Anencephaly 


Spina bifida 


For mongolism 
bor anencey 
For spina bifida 


41.0 


haly 3.2 


D. of F. =2 
D. of F 2 
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December and January quarter, but this is 
not explicable in terms of the winter 
common colds and ‘flu. If such seasonally 
occurring infections do cause malforma- 
tions there cannot be many malformations 
caused in this way. Murphy, too, found 
that there was no significant variation in the 
monthly totals in his series. 

Less common virus infections 
occasionally assuming epidemic form 
might cause, not a constant seasonal varia- 
tion, but a peak incidence of malformations 
some 7 or 8 months after the peak of the 
epidemic. But if the 24 individual quarters 
of the 6-year period are examined there is 
no significant excess in any one quarter and 
so one cannot attribute a marked effect to 
any epidemic occurring in this period. 


MATERNAL MORBIDITY 


Of the 4 maternal which 
relatively common much the largest series 
was that of retroversion. There were 658 
pregnancies in which this was noted and 7 
of the ensuing children were malformed, 
an incidence of 1.05 (+ 0.40) per cent; this 
is lower, but not significantly so, than the 
general incidence of malformations. The 
actual malformations were 2 examples of 


states were 


anencephaly, 1 of mongolism, 2 of hypo- 
spadias, 1 of penis attached to scrotum, 
and 1 of interventricular septal defect 
associated with talipes. There is no sugges 
tion here that the retroversion is followed 
by an increase in the number of malforma- 
tions: the figures do not enable one to say 
that in general there is no increase but they 
make it unlikely that any increase is by as 
much a third. (No doubt there were many 
more examples of retroversion which went 
unrecorded because natural correction had 
already occurred by the time of the first 
vaginal examination, but this would not 
appreciably affect the results.) 

There were 206 mothers who were dis 
covered at some time in pregnancy to have 
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uterine myomata and 2 of their children 
were malformed, 1 having hypospadias 
and 1 congential heart disease with poly- 
dactyl, an incidence of 0.98 per cent. There 
is no suggestion of any increase in the 
incidence of malformations and, if in 
reality there is an increase, it is unlikely to 
be such as to double the rate of malforma- 
tions. 


There were 168 mothers who had mitral 
stenosis and 2 of their children were mal- 
formed, 1 having congenital pulmonary 
stenosis and the other an extra digit. Once 
again we may say that there is no sugges- 
tion of any increased rate of malformation 
and, if there is an increase, it is not likely 
to be more than trebled. 

In the study of haemorrhage from the 
vagina only cases in which there was no 
obvious vaginal or cervical cause of the 
haemorrhage were included. There were 23 
mothers who had had severe vaginal 
haemorrhage in the first 16 weeks of 
pregnancy and whose pregnancy continued 
to the 28th week from the last menstrual 
period (about the 26th week of foetal life) ; 
all of them had normal children. There 
were 60 mothers who had moderate vaginal 
haemorrhage and 2 of them had a mal- 
formed child, 1 having anencephaly and 1 
congenital heart disease with polydactyly 
(this mother also had fibroids). There were 
211 mothers who had only a mild degree of 
vaginal haemorrhage and of these 6 had 
had malformed children, 1 child having 
spina bifida with talipes, 1 anencephaly, 1 
harelip and cleft palate, 1 umbilical hernia, 
t right inguinal hernia and 1 bilateral 
inguinal hernia. Taking all degrees of 
haemorrhage together there were 294 
mothers who had vaginal haemorrhage in 
the first 16 weeks of foetal life and 8 of these 
had malformed children, an incidence of 
2.72 + 0.95 per cent; this is not signifi- 
cantly different from the general incidence. 
A larger series might perhaps show a real 
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association but it will not necessarily be a 
causative connection since the placenta is 
partly a foetal organ and the haemorrhage 
may in a few cases be due to the malforma- 
tion of the foetus. However, the normal 
children of the 23 mothers who had severe 
vaginal haemorrhage show that in practice 
it is well worth while to prevent abortion 
in such cases. 

Finally, it is clear that, even allowing the 
maximum increase in the incidence of mal- 
formations following these 4 morbid condi- 
tions, they cannot make an appreciable 
contribution to the total number of mal- 
formations. 

No other maternal conditions were 
reported sufficiently often in pregnancy to 
enable any accurate assessment of their 
effect on the malformation-rate, but never- 
theless some of the figures are of interest 
and show at least that the particular condi- 
tion is not followed by considerable risk of 
malformation. 

There were 52 mothers with placenta 
praevia and in only 1 case was the child 
malformed, with spina bifida. There were 
also 33 further mothers delivered in the 
same period who had placenta praevia, but 
were not included in the series as they had 
not booked early in pregnancy, and none 
of these had a malformed child. This does 
not suggest any association of placenta 
praevia with malformations but does not 
exclude a weak association. Murphy con- 
cluded there was an association; he found 
that in a series from a number of Phila- 
delphia hospitals the incidence of malfor- 
mations following placenta praevia was 
1.15 per cent. He did not compare this 
incidence with that for all births in the same 
hospitals, but with an incidence calculated 
for his series obtained from death certifi- 
cates, an incidence naturally much lower. 
In fact, if the incidence of malformations 
in Philadelphia hospitals is of the same 
order as that in Queen Charlotte’s Hospital, 
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there is no suggestion that placenta praevia 


is followed by any increase in the malfor- 
mation rate. 


The number of mothers who were noted 
as having some virus infection in the first 
16 weeks of foetal life was small. There 
were 44 who had had either a “‘ cold’’ or 
‘* flu’ and none of these had a malformed 
child. While no doubt many mothers did 
not report such minor illnesses there is no 
suggestion here of any strong association. 
Three mothers had infective hepatitis, 2 
herpes zoster, 2 rubella (one at the 7th week 
of foetal life and the other at the 15th 
week), I mumps (at the 3rd week) ; in every 
case the children were normal. 

Nine mothers had acute attacks of 
diarrhoea and vomiting; none had mal- 
formed children. 

Thirty-three mothers had pulmonary 
tuberculosis with an artificial pneumo- 
thorax maintained through pregnancy; 
tasis; none had a malformed child. 

Thirteen mothers had proved bronchiec- 
tasis, none had a malformed child. 

Even making full allowance for 
unrecorded infections, it does not appear 
likely that recognizable infections, taken as 
a whole, can be held responsible for more 
than a small proportion of all malforma- 
tions. 


Another group of maternal morbid con- 
ditions perhaps worth special study are 
diseases of the endocrine organs. Thirty- 
one mothers had ovarian cysts and I gave 
birth to a child with anencephaly. Seven- 
teen mothers were recorded as having an 
enlarged thyroid, 1 of these gave birth to 
a child with talipes; 4 mothers were noted 
as having mild signs of thyreotoxicosis and 
all had normal children. Eight mothers had 
diabetes for which they were being treated 
with insulin; none of the children were mal- 
formed, but 2 were stillborn. There is no 
suggestion of an association here but clearly 
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this is a very crude approach to the 
problem of an association of maternal 
endocrine defects with foetal malforma- 
tions. 

There was no direct evidence of the 
nutritional state of the mothers, but there 
are few cases of real poverty in the districts 
from which the mothers are drawn. This 
survey was made at a time of full employ- 
ment and of subsidized basic foods, and 
very few of the mothers belonged to the 
only group that is likely to have had an 
inadequate diet at this time, that is mothers 
with several dependent children. But there 
were 15 mothers who had hyperemesis of 
sufficient degree for them to be admitted to 
hospital and who presumably had 
inadequate nutrition at any rate for a few 
weeks early in pregnancy; all of these had 
normal children. 

In sum, the 1,560 instances of maternal 
morbidity early in pregnancy recorded 
above resulted in 22 malformed children, 
an incidence of 1.41 (+ 0.30) malformed 
per 100 live and stillbirths. This does not 
differ significantly from the general 
incidence 


PREVIOUS OpsTEeTRIC HISTORY 

thortion It has suggested 
(Murphy, 1947) that are 
associated with abortion in adjacent preg- 
Kecord and McKeown (1949) 
have shown that abortions are significantly 
families containing I 
central nervous system 
The extent of this effect for 
formations as a whole was tested in this 


been 
malformations 
nancies 
nore common in 
example ot a 
maltormation 
mal 
series by noting all those cases in which the 
mother's last 2 pregnancies had ended in 
abortion, but excluding those in which the 


mother admitted that the abortion had 


been deliberately induced 

There were 185 mothers in this group and 
3 of their children were abnormal, 1, with 
harelip and 


imperforate anus, 1 with 
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cleft palate, 1 with spina bifida. This gives 
an incidence of malformations of 1.6 per 
cent, which does not suggest any associa- 
tion of miscarriages and malformations as 
a whole and makes it improbable that if 
there is any real increase in the rate of mal- 
formations following 2 previous abortions it 
is as much as threefold. 


Malformations. Where malformations 
are entirely due to temporary environ- 
mental influences such as acute infections 
one would expect to find that there is ne 
tendency for familial concentration of the 
malformations. Where genetic factors are 
responsible one would expect a familial 
concentration and that the malformations 
would be of the same type in each affected 
member of the family. Where chronic 
maternal states were responsible one would 
again expect a familial concentration and 
that the affected children would tend to be 
in adjoining birth orders. 

The prognostic import of a malformed 
child is best given for this series of con- 
secutive booked cases by a study of the 
children born after the first malformed 
child. There were 117 mothers who 
reported that they had previously given 
birth to a malformed child; in all but 2 
cases these children were outside the 
present series since they were born 
in Queen Charlotte’s before 1943 or born 
elsewhere. There may well be instances 
where the mother failed to report that an 
earlier child had been malformed, but her 
positive statement that it was malformed is 
probably reliable except where she herself 
was misinformed by her medical atten- 
dants. Twenty-seven of the mothers 
reported that an earlier child had died from 
congenital heart disease and in many cases 
the child was born at home or in a nursing 
home and it is improbable that any post- 
mortem examination was made. There 
were 124 children born to these 117 mothers 
in the present series and only 3 of these 
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were malformed, an incidence of malfor- 
mations, 2.6 per cent, which is not signifi- 
cantly higher than the general incidence. 
Thus the chances of a child being mal- 
formed, taking all malformations together, 
cannot be greatly increased by the fact 
that the mother had previously had a 
malformed child. Malpas came to the 
same conclusion. Murphy found a con- 
siderably higher incidence of recurrent 
malformations, he concluded that the 
chance of subsequent children being mal- 
formed when the mother had had 1 mal- 
formed child was 1 in 8; the reason for his 
very different finding is not clear. 

It is, however, noteworthy that in 2 of 
the 3 cases in which the later child was also 
malformed the type of malformation 
should be the same as in the earlier child, 
microcephaly followed microcephaly and 
pyloric stenosis followed pyloric stenosis. 
This is also brought out by the obstetric 
histories of all the mothers in the series 
since, besides the 2 pairs already men- 
tioned, there were also 2 pairs of children 
both with hydrocephaly, 1 pair both with 
spina bifida, 1 pair of which one had 
anencephaly and the other spina bifida, 1 
pair of which one had anencephaly and 
the other microcephaly, 1 pair of which one 
had congenital heart disease and the other 
spina bifida, 1 of harelip and abnormal 
legs. The history of congenital heart 
disease was not based on a postmortem, so 
that like pairs of malformations within a 
sibship are more common than unlike 
pairs. Both Murphy and Malpas empha- 
size the same finding in their series. 

It follows then, that though the incidence 
of malformations as a whole is not greatly 
increased by the birth of a malformed child 
earlier in the family, this may well not be 
true for individual malformations and it is 
necessary to study reasonably large series 
of each particular type of malformation 
separately in order to find out how 
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often it recurs in later children. Apart 
from the conditions known to be entirely 
determined genetically for which an 
accurate family prognosis may be given, 
such series are already available for several 
malformations. But the calculation of the 
chances from these series is not straight- 
forward. Either the whole family material 
may be used, making corrections accord- 
ing to the nature of the sample (Haldane, 
1938) or the proportion of affected among 
the children subsequent to the malformed 
child which brought the family to notice 
may be estimated. There is often 
insufficient information about family size 
to use the first procedure, while the second 
procedure severely limits the material 
available for analysis. But very approxi- 


mate estimates for the chance of an affected 
child in each subsequent pregnancy are : 


Major central nervous system malforma- 
tions—r1 in 40 (Penrose, 1946; Record 
and McKeown, 1950’). 

Pyloric stenosis—r in 20 (Cockayne and 
Penrose, 1943). 


Harelip (+ cleft palate): with both 
parents normal—r in 20; with one 
parent affected—1 in 7 (Fogh—Ander- 
sen, 1942). 

Cleft palate alone: with both parents 

normal—r in 30; with one parent 
affected—1 in 5 (Fogh~—Andersen, 
1942). 

Congenital dislocation of the hip--1 in 40 
(Isigkeit, 1928). 

Talipes equino-varus—1 in 30 (Isigkeit, 
1927). 

There is insufficient material in the 
present series to see if there is any tendency 
for pairs of malformations in a sibship to be 
in adjacent birth orders. Murphy found no 


*These authors’ estimate—1 in 20 (Brit. J. soc. 
Med., 4, 26) was corrected in a personal communi- 
cation 
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evidence of any such tendency and there is 
no suggestion of it in any of the series of 
individual malformations quoted above. 


CONCLUSIONS 


The evidence is sufficient to show that 
none of the commonly recorded maternal 
conditions present in early pregnancy can 
make any appreciable contribution to the 
total number of malformations of all kinds, 
or even a considerable contribution to the 
numbers of any individual type of mal- 
formation. Conditions which are less 
common could only make an appreciable 
contribution to the total number of malfor- 
mations if they were followed by a very 
high incidence of malformations; even 
making full allowance for unrecorded cases 
it appears most improbable that this is so 
with any of the conditions recorded in this 
Rubella, the only illness that has 
been shown to be followed by a high, if 
unknown, incidence of malformations is, 
like all the acute exanthemata, so rare in 
pregnant women that, except perhaps in an 
epidemic, it is unlikely to contribute more 
than I or 2 per cent of all malformations. 
The part played by toxoplasmosis in this 
country is not yet established; although 
malformations due to this protozoon have 
been recorded on several occasions. 

It is clearly desirable that, in antenatal 
clinics, records as complete and accurate 
as possible should be kept for the state of 
maternal health in the first 3 months of 
pregnancy. 


series 


The effect of such maternal 
conditions is, however, in most cases likely 
to be only adjuvant to the genetic factors 
already predisposing to the development of 
a particular malformation. 


SUMMARY 


Women who booked their confinements 
at Queen Charlotte's Hospital early in 
pregnancy and attained the 28th week of 
pregnancy had 219 malformed children in 


14,913 deliveries between January 1943 
and July 1949. The distribution of the 
malformed children was examined for any 
evidence of factors which tended to increase 
the rate of malformation. 

There was no effect of birth order on the 
incidence of malformations as a whole and 
no effect of maternal age if the mongol 
births are excluded; earlier reports of 
strong positive associations of birth order 
or maternal age with the incidence of mal- 
formations as a whole are probably due to 
errors in technique such as the inclusion 
of emergency admissions and failure to 
allow for the fact that some families are 
incomplete. But such associations certainly 
occur for a few individual malformations, 
for example maternal age with the 
incidence of mongolism and_ probably 
hydrocephaly. There was also no signifi- 
cant variation in the incidence of malfor- 
mations between the 24 seasons of the com- 
pleted 6 years of the survey and there was 
none between the monthly totals. 

None of the maternal conditions recorded 
in the early months of pregnancy were 
followed by a significantly increased rate of 
malformation; it is suggested that such 
maternal states as at present recorded can- 
not make any appreciable contribution to 
the incidence of malformations as a whole. 
Of events in the obstetric history, abortions 
are not followed by any appreciable rise in 
the rate of malformation, while previous 
malformations of all types taken together 
are not followed by any considerable rise 
in the incidence of malformations as a 
whole. It is emphasized, however, that 
certain individual malformations tend to 
be repeated with specific frequency in sub- 
sequent pregnancies and any _ family 
prognosis must be based on large series of 
each particular type of malformation. 

I am indebted to Professor Moncrieff, 
together with the staff of Queen Charlotte’s 
Hospital and of the Institute of Obstetrics 
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and Gynaecology at the Postgraduate 
Medical School of London for the facilities 
aftorded for this investigation. 
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VAGINAL HYSTERECTOMY * 


BY 


Francis J. Burke, M.D., F.R.C.O.G. 


Semor Obstetrician and Gynaecologist, Sunderland and Hartlepool 


INTRODUCTION 


RECENT years have seen a renewed interest 
in the operation of vaginal hysterectomy 
and in presenting this study of 585 cases 
done in the Sunderland hospitals in_ the 
past 11 years, I feel that 1 am introducing 
a subject which is ripe for discussion by this 
society 

There are many gevnaecologists in this 
country who, for one reason or another, 
do not include it in their repertoire of 
operations. Some see no need for it and 
are content with the more widely used 
alternative procedures Others believe that 
the operation 1s difficult to perform, that 
it is apt to be compl ated by troublesome 
bleeding or that there is a particular lia- 
bility to injury of the urinary tract. On the 
other hand a small but increasing number 
have found vaginal hysterectomy to be the 
safest and most effective means of dealing 
with a variety of gynaecological 
disorders, and they have extended the scope 
of the operation and the indications for 
performing it. It is my hope that this 
communication, which relates my experi 
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value of vaginal hysterectomy in the treat- 
ment of vault prolapse. 


HISTORICAL 

We are indebted to Kennedy and Camp- 
bell (1942a) for compiling a most com- 
prehensive account of the historical 
background of the operation, and they tell 
us that Soranus, the Greek obstetrician, 
practising in the second century, originated 
the idea of removing the uterus through the 
vagina. In the early writing there are 
records of the operation being done by 
midwives and others, probably for inver- 
sion of the uterus or cervical fibroids, and 
presumably for cosmetic reasons, but 
vaginal hysterectomy as an operation did 
not attract any attention until Langenbeck 
published an account of a successful case in 
the year 1813. He succeeded in com- 
pletely enucleating the uterus its 
peritoneal coat in a patient suffering from 
malignant disease. The patient survived 
the operation and a careful postmortem 
examination carried out 26 years later con- 
firmed Langenbeck’s claims. His success 
prompted surgeons in all parts of the world 
to try it, but the results were extremely bad, 
ind after a few years the operation was 
abandoned. At that time it was believed 
that a woman could not live without the 
uterus and the operation results only served 
to support this belief. Nevertheless, when 
it is appreciated that these operations were 
done for malignant disease—without anaes- 
thesia—without haemostatic forceps and 
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often without suture material, there is little 
doubt that in similar circumstances the 
results would be little better to-day. 

Nothing was heard of the operation for 
the next 25 years, but it was reborn in 1870. 
By this time Spencer Wells had introduced 
haemostatic forceps and chloroform was in 
use. The mortality rate rapidly declined, 
and it was soon acknowledged that hyster- 
ectomy was safest when performed per 
vaginam. This position was not main- 
tained for very long, and with the advent of 
antiseptic and aseptic surgery it gradually 
gave way to abdominal hysterectomy. It 
was stil] done in the early part of the present 
century, but by 1930 it had suffered almost 
total eclipse. 

A few gynaecologists in the north still 
practised the operation, and amongst those 
I can remember wete Briggs, Blair Bell, 
Miles Phillips and no doubt there were 
others. By this time it had been combined 
with colporrhaphy as a single operation, 
but this combination found few adherents 
here, and even to-day in some centres it is 
not done at all. .On the Continent there are 
keen enthusiasts, and in the United States of 
America the operation has become increas- 
ingly popular in the past 20 vears. 


ANATOMY 


In spite of the detailed description of 
anatomists and the fact that innumerable 
operations are done every day on the uterus 
and its connexions, there is still doubt and 
uncertainty in the minds of some gynaeco- 
logists about the supports of that organ. 
Most writers agree that the uterus and upper 
two-thirds of the vagina are primarily sup- 
ported by the fascia or ligamentous 
structure attached to the vagina and cervix 
and that the levator plane of muscles is a 
secondary or indirect support. Yet as 
recently as 1949 Pacey sought to prove that 
the levator muscles are the direct support, 
and that the ligaments about the cervix are 
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too weak to fulfil this role. It is essential 
to be clear on this matter. Any surgeon 
who has performed vaginal hysterectomy 
knows that the descent of the uterus is 
virtually unopposed once its ligamentous 
attachments are severed. The cervix nor- 
mally occupies a higher plane in the pelvis 
than the pelvic diaphragm, and after pelvic 
cellulitis, which does not involve the levator 
muscles but induces fibrosis and contraction 
of the ligaments, the cervix and vaginal 
vault are pulled up still higher. If Pacey’s 
views are correct, complete perineal tear 
which produces the maximum separation of 
the levators, should inevitably result in 
prolapse of the vault but it is a clinical fact 
that the two conditions are infrequently 
seen together. The best demonstration of 
the supporting mechanism of the vault is 
seen in the normal patient lying in Sim's 
position with the cervix exposed by a 
speculum. Coughing or any sudden in- 
crease in intra-abdominal pressure causes 
contraction of the levator muscles, the 
cervix descends as the pressure rises, and 
the descent is maximal when the levators 
are fully contracted. The sudden fall in 
pressure which follows is accompanied by 
the recoil of the cervix due to contraction 
of the ligaments and this synchronizes with 
the relaxation of the levators. It must be 
accepted on this testimony that the support 
of the uterus and upper vagina depends 
upon the integrity and strength of the liga- 
ments attached to them, and that in this 
connexion the pelvic diaphragm or levator 
plane of muccles is of secondary import- 
ance. In performing vaginal hysterectomy 
careful consideration must be given to the 
ligamentous supports of the vault. 

Posterior support. The uterosacral liga- 
ments are 2 fan-shaped ligaments attached 
to the posterior lateral supravaginal cervix 
and upper vagina anteriorly, and pos- 
teriorly along a linear attachment to the 
anterior surface of the sacrum. Campbell 
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(1950) found the anterior third of these 
ligaments was composed of smooth muscle 
and connective tissue, the middle third of 
dense connective tissue and some smooth 
muscle, and the posterior third of loose 
connective tissue and fat. Because of the 
weakness of the posterior extremities he 
considered the supportive action of these 
ligaments questionable. Thelander (1922) 
and othe rs, however, considered the utero- 
sacral ligaments to be the most important 
factor in preventing or correcting prolapse 
and there is much to support this view. 

Lateral Support. Mackenrodt’s liga- 
ments are mainly vaginal supports. They 
arise from the whole length of the lateral 
vagina and supravaginal cervix and are 
attached to the lateral pelvic wall above the 
attachment of the levator muscles. They 
are not, as some writers have suggested, 
perivascular sheaths for the uterine vessels. 

Anterior Support. The pubocervical 
fascia consists of a shelf of fascia extending 
forwards and sideways from the cervix to 
support the bladder. It is at a slightly 
higher plane than Mackenrodt’s ligament 
which it overlaps to form the roof of the 
ureteric canal on either side. It is incorpor- 
ated in, and is the main supporting layer 
in the anterior vaginal wall. The detailed 
arrangement of the fascia in this locality 
has been adequately described by Shaw 
(1949). 


OPERATIVE TECHNIQUE 


There are many ways of performing 
vaginal hysterectomy but only the sahent 
points of the better known methods will be 
considered here 


1. Kennedy's Clamp Method. 


In this operation the anterior and 


posterior cul-de-sacs are ope ned up and 
special clamps with detachable handles are 
applied to the broad ligaments, after which 
the uterus is excised. 


No sutures are used 
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and the clamps are removed, or more 
correctly, detach themselves in 72 hours. It 
is not proposed to delay over this technique 
which so patently ignores the reconstruc- 
tion of the vault, nevertheless it is only fair 
to say that its exponents claim that it can 
be done in 2 to 3 minutes, it provides a com- 
plete cure for procidentia and the results 
are uniformly good. Kennedy states that 
Joseph Price started to do this operation in 
1879 and throughout his life 90 per cent of 
his hysterectomies were done by the clamp 
method exclusively. He did well over 
4,000 cases with a mortality of less than 1 
per cent. 


2. Ligature Method. 

As practised by Campbell, Gray Ward, 
Shaw and others: in these operations the 
broad ligaments are sutured together and 
fastened to the periosteum of the subpubic 
arch (Gray Ward), the pubocervical fascia 
(Kennedy and Campbell, 1942b), the 
subpubic angle (Green-Armytage, 1948), 
or the posturethral ligament (Shaw, 1949). 
The fundamental principle of these opera- 
tions is the same, to tighten the broad 
ligaments and so support the vagina, but 
they each have their own particular 
disadvantages. The broad ligaments are 
not the formidable structures as depicted 
in textbooks, and suturing them together in 
the manner described by Gray Ward is apt 
to cause bleeding which is difficult to 
control and which may endanger the ureter. 
Furthermore, suturing the broad ligaments 
as far forward as the urethra dislocates the 
vaginal vault and shortens the anterior 
vaginal wall, and at the same time the 
posterior pelvic supports are weakened, 
which predisposes to enterocele. Because 
of this possibility Everard Williams (1937) 
sutures the uterosacral ligaments together 
and unites them to the levator ani muscles, 
but this does not appear to be a happy 
solution to the problem. 
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3. A Simple Technique for Vaginal 
Hysterectomy Combined with Plastic 
Vaginal Repair. 

This technique is designed to retain the 
maximum control of the ligamentous 
attachments of the uterus which, after 
removal of the uterus, are firmly united in 
the midline to provide a secure foundation 
for the vaginal vault. 

The operation is done with the patient in 
the lithotomy position with 15 to 20 degrees 
of Trendelenburg. The cervix is closed by 
a single strong silk suture through the 
anterior and posterior lips which prevents 
contamination from the cavity of the 
uterus and also serves as a tractor. A 
horse-shoe-shaped incision is made around 
the cervix with the curve posteriorly and 
the anterior extremities extending down the 
anterior vaginal wall for not more than 1 
inch on either side. The mucosa is then 


reflected from the cervix by scissor and 


gauge dissection, the pouch of Douglas is 
opened and the posterior pelvis is explored. 
Intraperitoneal packs are not necessary if 
the patient is in the Trendelenburg position 
and the degree of anaesthesia is adequate. 
A transverse incision is then made in front 
of the cervix and the bladder with the 
vaginal mucosa is separated as far as pos- 
sible by gauze dissection. The vesico- 
cervical ligament is displayed and cut 
across to open up the avascular vesico- 
cervical space. Firm retraction of the 
bladder then reveals the uterovesical pouch 
of peritoneum which is opened and the 
anterior pelvis is inspected. Further 
reflexion of the mucosa to the sides of the 
cervix now gives an excellent exposure of 
the ligaments in the base of the broad liga- 
ments. 

The broad ligaments are always divided 
(Fig. 1) from below upwards and clamps 
are never used. With an index finger to act 
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DIVISION OF BROAD LIGAMENTS 
TO LEAVE FOUR STUMPS WITH LIGAMENTS ATTACHED 
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as a guide a No. 2 or 3 catgut suture is 
inserted into the base of the broad ligament 
to the uterus. Asa rule no attempt 
is made to include all the ligaments attached 
to the supravaginal cervix in the first stitch, 
but it is essential to take a substantial bite. 
The suture is firmly tied and the ends are 
left long and are held by an artery forceps. 
A curved hernia bistoury is then pushed 
through the broad ligament which is 
divided proximal] to the stitch and taking a 
thin slice of cervix. This small amount of 
cervical tissue prevents slipping of the 
ligature and is used later in the reconstruc- 
tion of the vault. The second stitch, which 
is apphed in the same manner, includes the 
remaining ligamentous attachments of the 
cervix, and, after tving and dividing the 
ligaments, it is sutured to the cervical tissue 
of the first stitch. Thus the long ends of the 
first stitch now have a secure hold on all the 
ligaments in the base of the broad ligament. 

rhe same procedure is carried out on the 
opposite side and the uterus can now be 
pulled down with ease. The uterine arteries 
are easily exposed, tied off, divided, and 
allowed to retract, and the broad ligaments 
are progressively divided on both sides until 
the round ligaments come into view. At the 
upper extremity on either side the round 
hgament, ovarian ligament and Fallopian 
tube are enclosed in one suture which is 
firmly tied and left long. 
Again to prevent slipping of the ligature a 
small cornu of the 
retained proximal to the suture 
wavy the 
and le 
secured and held by 4 long sutures, each of 
which has a stump of tissue proximal to th 


knot 


{ lose 


the ‘ nds are 


uterus is 

In this 
ligamentous structures in the upper 
wer ends of th 1] 


imount of the 


broad heaments are 


\fter the examination of the appendages 
the peritoneum is closed by a fine catgut 
purse string suture which is tied and 


allowed to retract To reconstruct the liga 
ments the 4 stumps of tissue are now firmly 
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CLOSURE OF VAULT AFTER 


APPROXIMATION OF STUMPS 


Fic. 2. 


joined together in the midline by sutures 
which traverse the avascular stumps only 
and in this way a firm core of fibrous tissue 
is formed which is the keystone of the 
ligamentous arch supporting the vault 
(Fig. 2). The stumps are then covered in 
by, and firmly united to, the mucosa from 
the fornices, by I or 2 transverse sutures, 
leaving a small aperture posteriorly, 
through which the 4 long stump ligatures 
act as a drain. 

In most cases the operation is completed 
with an anterior and posterior colporrhaphy 
but the anterior vaginal wall is never 
resected until the reconstruction of the vault 
has been completed. This saves a great 
deal of unnecessary bleeding and makes it 
easier to assess the amount of tissue to re- 


move, 
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In procidentia or second degree prolapse 
it is always advisable to open the pouch of 
Douglas first, as a finger can be passed over 
the fundus to act as a guide in dissecting 
the anterior cul-de-sac. In these cases the 
hardest part of the vagina to support is the 
upper posterior wall, and to do this the 
primary incision is modified as in Fig. 3, 
and the mucosa sutured to the uterosacral 
ligaments which are approximated by 
additional sutures behind the united broad 
ligament stumps. In the same way the 
round ligaments can be used to reinforce 
the anterior vaginal repair. Particular 
attention is directed to excision of an 
enterocele sac if it exists. For procidentia 
with atrophic tissues in the elderly, vaginal 
hysterectomy can be successfully combined 
with le Fort’s operation, as in Fig. 4. The 


VAGINAL HYSTERECTOMY FOR PROCIDENTIA 
Fic. 3. 


COMBINED VAGINAL HYSTERECTOMY 


AND LE FORT OPERATION 


UTERO - SACRAL L. 


PACKER ROOT 


Rowse LIGAMENT 


4 broad ligament stumps are utilized in the 
usual manner but the fornices are secured 
to the stumps by one or more sutures in- 
serted in antero-posterior direction. If 
desired the long ligatures of the stumps can 
be used as a drain, emerging at the lowest 
extremity of the artificial antero-posterior 
vaginal septum, which is left open. 

Posterior colporrhaphy completes the 
operation, 


OPERATION TIME 


Vaginal hysterectomy by the technique 
described is a quick operation and, if the 
uterus alone is removed, it can be done in 
12 to 15 minutes. If combined with 
anterior and posterior colporrhaphy, the 
average time is 40 minutes, but it can be 
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done in 25 minutes. A difficult case or a 
large prolapse may take one hour. 


ANALYSIS OF A SERIES OF 585 CASES 
Mortality Rate. 

In the series there were 3 deaths, a mor- 
tality rate of 0.512 per cent and the causes 
of death were: 


1. Pulmonary embolus on the rath post- 
operation day. 


2. Massive pelvic cellulitis which did not 
respond to sulphonamide or penic il- 
lin therapy and drainage. Undoubt 
edly the pelvic infection in this case 
was the direct result of operating at 
a time when the patient was bleed- 
ing. The most meticulous pre-oper- 
ative treatment is essential and this 
is impossible in the presence of 
bleeding, which should be regarded 
as an absolute contra-indication to 
operation. 


». Cardiac failure on the 3rd post-opera- 
tion day in an elderly patient. 


A low mortality is claimed tor vaginal 
hysterectomy and some recent publications 
bear this out. Edwards and Beebe (1949) 
have just published a series of 570 cases 
with one death, a mortality ot 0.18 per cent, 
and Eastman (1948) has a personal series 
of 1,000 cases with only 1 fatality in the 
second 500. In 2,798 vaginal hysterecto- 
mies at the Presbyterian hospital, in 
Chicago, the mortality was 0.21 per cent. 
Danforth had 1 death in 600 cases (0.16 per 
cent). These figures compare very tavour- 
ably with the mortality for total abdominal 
hysterectomy. Read and Bell (1933) 3.1 
per cent; Jones and Doyle (1643) 1.05 per 
cent; Donnelly and Bauld (1949) 0.81 per 
cent; but of course the 2 operations are not 
strictly comparable Total abdominal 
hysterectomy is performed in the more com- 


plicated cases, but it should also be remem- 
bered that vaginal hysterectomy in a high 
percentage of cases implies a vaginal plastic 
operation in addition to hysterectomy. 


Post-Operative Complications. 

In the whole series there was no record 
of injury to the urinary tract but the rectum 
was opened on 2 occasions. In both 
instances repair was effected at the time of 
operation, and no further trouble resulted. 
The commonest post-operative complica- 
tion was infection of the urinary tract, 
usually associated with retention of urine. 
There were several cases of haematoma of 
the vagina and perineum, and on a few 
occasions serious secondary haemorrhage 
from the vagina. In each of these cases the’ 
bleeding came from the posterior vaginal 
suture line between the roth and 14th day. 
Severe pelvic infection occurred in I case 
with a fatal result. 


Age Groups. 

In Table I the patients are grouped 
according to age. It will be noted that most 
of these operations were done between the 
late 30's and 60 years of age, as it has 
always been the practice to reserve this 
operation until the end of childbearing life. 
There were relatively few patients over 60 
years of age although the suitability for 
operation was determined by the state of the 
cardio-vascular renal condition rather than 
the age. 


Taste I 


Groups 


Years of ag No. of cases Per cent 
20-29 3 0.5 
20-39 ‘148 25.2 
4-49 51.6 
50-99 19090 17.0 
60-09 25 47 
70-79 4 
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INDICATIONS FOR OPERATION 

There were 3 main indications for opera- 
tion: prolapse, abnormal bleeding, and 
fibroids; other major indications were 
relatively infrequent. In most cases the 
operation was done for a combination of 
symptoms and pathological conditions, 
and it would serve no useful purpose to try 
to determine the main indication in each 
individual case. 


Prolapse. 

The commonest indication for opera- 
tion in the whole series was vault prolapse. 
In the early part of the 11-year period, 
abnormal bleeding was the commonest 
pathological condition for which the 
operation was done, but as time went on 
and the advantages of vaginal hysterec- 
tomy as a cure for prolapse became 
apparent, prolapse replaced bleeding as the 
most frequent indication. Nearly 80 per 
cent of cases had symptoms and clinical 
evidence of prolapse, and over 95 per 
cent of cases some form of vaginal plastic 
operation was done. In most cases it was 
associated with functional bleeding or 
fibroids but in an appreciable number the 
sole object of the operation was to cure pro- 
lapse. 

This use of vaginal hysterectomy will, 
no doubt, be questioned by many, and it 
might be profitable at this point to consider 
this subject in some detail. In some schools 
it is taught that no form of hysterectomy 
has any place in the treatment of prolapse 
and the uterus in the anteverted position 
tends to prevent prolapse. 

Shaw (1934) wrote: ‘‘ Hysterectomy by 
itself is worse than useless for the cure of 
prolapse, and the most difficult case to cure 
is the one with prolapse of the pelvic floor 
after hysterectomy has been performed. 
Vaginal hysterectomy can be combined 
with colporrhaphy when in addition to 
genital prolapse there is some condition of 
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the uterus which calls for its removal. It 
must be understood, however, that this is a 
combination of two separate operations and 
that hysterectomy is performed for removal 
of the uterus and not as part of the cure of 
genital prolapse.’ Smout and Jacoby 
(1947) in their modern textbook of anatomy 
quote Victor Bonney as follows: ‘* The best 
demonstration of the fact that the uterus, 
actually impedes the occurrence of prolapse: 
is afforded by the results of an operation 
carried out under the mistaken notion that 
that organ is the prinicpal offender. 1 refer 
to hysterectomy. What more logical than 
to relieve the symptoms of fallen womb by 
removing the womb—no womb—no fall- 
ing. But what actually happens is that the 
patient is left much worse off, for the 
vagina unrestrained by the uterus now 
turns inside out more readily than ever.’’ 

These opinions may not reflect the 
present-day attitude of these authors but 
there can be no doubt that this teaching has 
exerted an influence which makes many 
surgeons loath to accept vaginal hysterec- 
tomy as rational treatment for vault pro- 
lapse. The evidence that hysterectomy 
precipitates prolapse is far from convinc- 
ing, and in any case, prolapse as a sequel 
to hysterectomy is rare. Read and Bell 
(1933) found only 4 cases after 1,739 sub- 
total hysterectomies, and none after 605 
total operations. 


Another factor which has tended to 
restrain many surgeons from adopting 
vaginal hysterectomy for prolapse is the 
acknowledged success of the more conser- 
vative Manchester operation, but experi- 
ence of vaginal hysterectomy combined 
with reconstruction of the vault, shows it 
to be a superior operation for the cure of 
this condition. The reasons for this state- 
ment will be stated as briefly as possible : 


1. In the Manchester operation the vault 
is supported by tightening the ligaments. 
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attached to the upper vagina and cervix 
and this is usually brought about by 
shortening or advancement of the liga- 
ments. This can be more effectively 
done if the uterus is removed, as the 
presence of the amputated stump of the 
cervix impedes the fullest approxima- 
tion of the ligaments. Vaginal hyster- 
ectomy gives the widest possible access 
to the ligaments, which can be manipu- 
lated in any direction to suit the re- 
quirements of the individual case. 

Vaginal hysterectomy is a more exten- 
sive operation but the operative risk is 
not materially greater than that of the 
Manchester operation. Shaw (1934) 
reported 2,203 personal cases of the 
Manchester operation with 10 deaths, 
a mortality rate of 0.43 per cent. Stall- 
worthy (1940) reviewed 1,310 consecu- 
tive repair operations done at the 
Chelsea Women’s Hospital in the pre- 
ceding 10 The mortality rate 
was 0.5 per cent In Ig40, 209 OpeTa 
tions were done in the same hospital 


yea’s., 


with a mortality of 0 17 per ce nt 

In a high peree ntage olf cases prolapse 
is associated with other pathological 
uterus for which 
In patients 


conditions of the 
hysterectomy is indicated 
it or near the a strong case 
in be made out for the removal of th 


pparently normal uterus which may 


nopa Use 


later be the source of EXCESSIVE bleed 
in pain ind neoplastic change 
Enterocel which Is commonly ASSOC! 


ited with advanced prolapse tends to 
he ove rlooked inn the Mancheste1 opeta 
non 


The Manchester 
operation 


more 
but it has a 
miserable record in conserving the main 
function of the uterus, namely, 
parturition. Only 30 of Fletcher Shaw's 
664 patients subsequently bore children, 
and of these 5 suffered a recurrence ot 


operation is a 


conservative 


prolapse. In Stallworthy’s series of 
488 cases only 19 had children and 
prolapse recurred in 8 of them. More- 
over, pregnancy is apt to end in abortion 
and Williams (1938) found that this was 
the result in 69 per cent of cases alter 
high amputation of the cervix. 


To assess the value of vaginal hysterec- 
tomy combined with colporrhaphy as a 
cure for prolapse, 8g cases of procidentia, 
which are included in the total of 555 cases, 
were followed up. The results were as 
follows: 


Sixty-nine patients attended and were 
examined, 

Seven patients replied by letter to say that 
they were cured and tree from symptoms. 

Two patients had died, one from car- 
cinoma of the colon, and the other trom 
cancer of the breast. 

Eleven patients were untraced. 

Questioning and clinical examination of 
the 69 patients who attended the hospital 
yielded this information. 

Without exception all the patients were 
highly satisfied with the result of the opera- 
tion, and only one patient admitted to a 
bearing down sensation. This patient had 
rectocele. 

Nine patients had backache. 

Iwo patients had leucorrhoea, one due 
to senile vaginitis, and the other due to 
trichomonas infection. 

Three patients still suffered from mild 
incontinence, but none of them 
wished for further operative treatment. 

Marital intercourse normal in 35 

ises, had not been attempted in 13 cases, 
there was dyspareunia in § cases, 
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and 16 
patients were widows, or were separated 
from their husbands. 

Clinical examination in the 69 revealed 
that in every single case the vaginal vault 
was well supported, but in a few cases there 
was weakness of the anterior or posterior 
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vaginal walls. Two patients had recurrent 
cystocele without symptoms and 4 cases had 
recurrent prolapse of the upper posterior 
vaginal walls without symptoms. It is 
probable that each of the 6 cases will require 
further operation at some time in the 
future. 

The important finding in this investiga- 
tion was the fact that in all cases the vaginal 
vault was secure and well supported. 
This being so, the treatment of the few 
cases of recurrent weakness of the vaginal 
walls should present little difficulty. 


Abnormal Bleeding. 

The second main indication for operation 
was excessive bleeding, and this occurred 
in 60.6 per cent of the cases. Most of these 
patients were at or near the menopause and 
hysterectomy was done for bleeding if the 
response to curettage and medical treat- 
ment was unsatisfactory. Throughout the 
11-year period hysterectomy was preferred 
to radium or X-rays, and the wisdom of 
this policy has been amply confirmed by 
the recently published evidence of Cors- 
caden, Fertig and Gusberg (1946) and 
others that abnormal bleeding before the 
menopause predisposes to malignant 
disease of the body of the uterus. Further- 
more, conservation of ovarian function is 
of no little importance to the patient, and 
the fact that a high percentage of meno- 
pausal bleeders have some degree of pro- 
lapse is a strong argument in favour of 
hysterectomy rather than irradiation. 


Fibroids. 

In 90 cases (15.7 per cent) there were 
fibroids and the largest uterus removed was 
the size of a 4-months pregnancy. Myo- 
mectomy was done in many cases before 
the uterus could be delivered and occasion- 
ally it was necessary to resort to morcella- 
tion. The results were uniformly good 
but it is doubtful if it is wise to attempt the 
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removal of a uterus larger than a 16-weeks 
pregnancy. Atrophy and elongation of the 
supra-vaginal cervix may cause serious 
difhculty in dealing with a large fibroid in 
an elderly patient. 

Lesions of the Cervix, 

The cervix was noted as unhealthy in 
331 patients (56.5 per cent) and the com- 
monest abnormalities were erosions, 
lacerations and polypi. Hysterectomy was 
done in a small number of cases for con- 
genital hypertrophy of the cervix, and in 
one case for a deep lateral tear extending 
into the body of the uterus which had 
caused repeated abortion. Unsuspected 
malignancy was subsequently proved by 
histological examination in one case. 


Stress Incontinence. 


Ninety-nine patients, or 16.9 per cent, 
had stress incontinence of urine and in these 
cases the operation was extended to include 
a plastic operation on the urethra. 


Malignant Disease. 

Malignant disease was not considered a 
suitable indication for vaginal hysterec- 
tomy but for particular reasons 3 cases were 
treated in this manner. 

1. A case of malignant hydatidiform 
mole with secondaries in the vagina for 
which colpo-hysterectomy was performed. 
The patient has remained well after 8 years. 

2. Epithelioma of the anterior lip of the 
cervix extending down the vagina in a 
patient who was mentally unstable. There 
has been no recurrence after 2 years. 

3. Epithelioma of the cervix with proci- 
dentia in a patient 74 years of age. This 
patient died recently with a fungating 
cancer of the breast, 3 years after the 
operation. 

Shortly before death there was no 
evidence of metastases from the pelvic 


growth. 
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Previous operations 

Forty-six patients had had a previous 
operation on the uterus or vagina but in 
all these cases vaginal hysterectomy was 
successfully accomplished and the operator 
was not embarrassed. The 
previous operations were for ventrisuspen- 
sion or ventrifixation and various vaginal 
plastic operations for the treatment of pro- 
lapse. Two cases had had lower segment 
Caesarean section, 9 had had a Manchester 
operation, 28 had had some other form of 
vaginal plastic operation and 7 had had a 
ventrifixation or ventrisuspension opera 
tion. 

This is not a full list of indications but 
whatever the indication, the end results 
have been very satisfactory and it can be 
safely affirmed that the advantages claimed 
for vaginal hysterectomy are fully justi- 
fied. The freedom from shock and pain, 
and the smooth and short convalescence, 
are such consistent features of the post- 
operative phase that whenever possible it 
should be done in preference to the 
abdominal operation 


seriously 


SUMMARY 


1. The simple device of leaving a thin 
layer of cervix attached to the ligaments 
im the 
the safety and ease of the operation, 

2. In reconstructing the supports of the 
vault the ligaments should be approximated 


base of the broad ligament increases 


is to maintain the normal 
inatomical relationship 

Vaginal hysterectomy combined with 
rational treatment tor 
vault prolapse and there is every reason to 
believe that it will supersede the Manches- 
except in_ the 


in such a way 


colporrhaphy Is 


ter operation teeble o1 
elderly 

j. In procidentia it is not necessary to 
suture the supporting ligaments to the 
anterior pubocervical fascia but it is 
important to secure the upper posterior 
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vaginal wall to the united uterosacral 
ligaments, 

5. Vaginal hysterectomy can be success- 
fully combined with le Fort’s operation. 

6. In properly selected cases it is easier, 
quicker, and safer than total abdominal 
hysterectomy. The vaginal approach gives 
excellent access to the uterus and, with the 
technique described, danger to the ureter 
is minimized. 

7. In most cases of menopausal bleeding 
which do not respond to curettage or 
medical treatment, vaginal hysterectomy is 
the ideal method of treatment. 

8. The operation is contra-indicated if 
there is fixation of the uterus due to tumour 
formation, endometriosis or pelvic inflam- 
matory disease. 

g. Itis contra-indicated for fibroid uterus 
if the tumour is larger than a 16-weeks 
pregnancy. 

10. In general, if the cases are well 
selected, vaginal hysterectomy gives ex- 
cellent results and the operation is not 
difficult to perform. 


In conclusion I wish to acknowledge my 
indebtedness to the staffs of the four hos- 
pitals where the operations were done, 
and, in particular to Miss Mona Davin- 
Power, for her very great assistance in all 
ispects of this work. 


(The discussion of this paper appears on 
page 98a.) 
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COMBINED RENAL AND ANTERIOR PITUITARY NECROSIS 
BY 
LAN MacGILLivray, M.B., M.R.C.O.G. 


W. G. Gardiner Research Scholar, Department of Midwifery, 


THe first report of associated renal and 
anterior pituitary necrosis was published by 
Sheldon and Hertig in 1942 when they 
describe d 2cases. Since then 2 cases have 
been reported by Hugin (1946) and single 
cases by Tomlinson (1945), Doniach and 
Walker (1946) and Grasby (1947). This 
makes a total of 7 cases in the literature. 
Whether the associated lesions are becom- 
ing more common or the conditions were 
not detected previously cannot be deter- 
mined but the association of the 2 conditions 
is none the less rare. 

In the Glasgow Royal Maternity and 
Women’s Hospital 3 cases occurred between 
1941 and 1949. 

Case 1. This patient was aged 41 years, and had 
It previous full-time pregnancies and 3 abortions 
Her only illness had been diphtheria 10 years 
previously 

lor 2 weeks prior to admission she had oedema, 


he ad he 


pressure had not been recorded nor the urine 


and visual disturbances but the blood 


examined. She was admitted to hospital in 
collapsed condition with the signs and symptoms 
of mixed accidental haemorrhage. The duration 
of shock was estimated to be 11 hours 

On the 2nd day in hospital the membranes 
were artificially ruptured and a stillborn child was 
delivered after a labour lasting 3 hours. The patient 
became drowsy in the evening but was a little more 
wakeful on the ard day Vomiting occurred 
On the 4th day 
she was drowsy but the vomiting had ceased. By 


intermittently during this time 


the sth day the skin was yellow and the oedema, 
which had been present since admission had not 


diminished. A high spinal anaesthetic of 15 c.cm 


University of Glasgow 


light Nupercaine was administered. The patient was 
very drowsy during the 6th day and died in the 
evening. The fluid intake and urinary output, 
blood-pressure and temperature are recorded below 


(Table I). 


I 

Day Fluids Blood- 

of OURCES pressure Temperature 
illness Urine Intake mm. Hg “we 

I 14 ; 112/84 97 

54 120 / 05 

3 26 I 130/30 100.2 

4 4 y 120/68 98 

5 22 110/605 

6 22! 12 120/50 93 


Although there was a marked degree of oliguria 
there was no absolute anuria There was no 
relationship between the degree of oliguria and 
the fluid intake, nor between the oliguria and the 
level of the blood-pressure, but the terminal in- 
crease in urinary output is of interest. The rise in 
temperature on the third day is typical of that 
found in cases of renal cortical necrosis as noted by 
the writer elsewhere (MacGillivray, 1950). 

The patient was given a transfusion of one pint 
of plasma and one pint of compatible blood on 
the znd day following the initial shock 

The biochemical findings are recorded in Table IT. 


Histopathology. On microscopical examination 
of the kidneys there was necrosis of most of the 
outer cortex with only small areas of healthy 
tissue. The intralobular and afferent glomerular 
arteries showed degeneration or necrosis of the 
walls and many arteries contained thrombi. The 
liver showed slight yellowish-brown pigmentation 
of the cells of the centrilobular region. In the 
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Day 
Haematocrit 
Haemoglobin (in g. per cent) 
Plasina urea (in mg. per cent) 

‘ Creatinine (in mg. per cent) 
Plasma uric acid (in mg. per cent) 


Plasma amino acid nitrogen (in mg. per cent) 35 


Urine urea (in g. per cent) 


Taste II. 


3 


11.5 14.0 12.0 
5.0 4.0 43 43 4-2 4.0 
43-0 45.0 635.0 116.0 156.0 
0.90 1.42 1.74 2.20 
6.0 10.75 13-4 
4.83 


14.0 9.0 13.0 
125.0 
1.77 
15.8 
7-37 
0.00 


1.60 
12.60 

3.50 
0.33 


20.1 


4-24 


3.20 


pituitary gland there was an area of marked 
necrosis in the anterior lobe. This amounted to 
about '4 of the substance of the anterior lobe. 


Case 2. This case occurred in 1943. The patient 
was aged 41 years and had no previous illness. She 
had 3 full-time pregnancies with uncomplicated 
labours. 

On the day of admission to hospital she had a 
precipitate delivery in her own home after a full- 
time pregnancy; the labour lasting only half-an- 
hour. This was followed by a severe postpartum 
haemorrhage and she was admitted to hospital in 
a state of collapse, The temperature wasg9°F. The 
blood-pressure was not recorded on admission. 
Three pints of compatible blood and 3 pints of 
plasma were administered, One ml. of Ergotamine 
Tartrate was given. The duration of shock was 
estimated to be about 8 hours. 

On the followmg day the patient's condition had 
considerably improved and sulphadiazine was com- 
menced, although cervical smears and culture of 
the urine were negative. The blood-pressure was 
now recorded at 150/90 mm. Hg 

On the 3rd day the temperature rose to 101.3°F. 
but the patient felt well. On the 4th day the 
temperature returned to normal and her general 
condition appeared to be satisfactory. At this time 
it was noted that she had excreted only 9 ounces 
of urine 

On the 5th day the urinary output was noted 
as being low but was, unfortunately, not accurately 
measured. On the 6th day she had dark green 
In the 
evening she became restless, the breathing became 
stertorous and she died. (On account of the War 
biochemical laboratory facilities were not available 
in this case.) 


sickness and did not excrete any urine. 


Histopathology. Microscopical examination 
revealed patchy areas of necrosis in the renal 
cortices, marked generalized necrosis in the liver, 
and necrosis of half of the anterior lobe of the 
pituitary gland sparing the upper surface and the 
area near the intermediate zone. The intra- 
lobular and afferent renal arteries showed necrosis 
of the walls and there were thrombi in some. 


Case 3. This patient was aged 41 years, She had 
had 2 normal pregnancies with spontaneous de- 
liveries at term, one which ended after 7 months’ 
gestation with an ante-partum haemorrhage, and 
one which was terminated g years previously after 
8-months gestation because of ‘‘ kidney trouble.”’ 

She was admitted to hospital in a collapsed con- 
dition with signs and symptoms of mixed accidental 
haemorrhage. The blood-pressure was recorded at 
130/85 mm. Hg. After artificial rupture of the 
membranes a mature stillborn child was delivered 
spontaneously after a labour lasting one hour. 
There was a retroplacental clot weighing 24 ounces, 
and pituitrin, 5 units, and Ergometrine, 5 mg., 
were administered intramuscularly. The duration 
of shock was estimated to be 7 hours. No urine 
was obtained on catheterization on the day of 
admission, 

The patient developed pneumonia on the 6th day 
and died on the 7th day. There was anuria on the 
ist, 3rd, 4th, and 7th days. Five ounces of urine 
were excreted on the 2nd day and one ounce on 
the 5th and 6th days. Apart from an elevation to 
98.8°F on the 2nd and 6th days the temperature 
was normal. 


Histopathology. On microscopical examination 
there were large patchy areas of marked necrosis 
in the cortices of the kidneys. The vessels in the 
non-necrotic areas were markedly congested. The 


| 925 
— 
4 
tay 
| 
4 
% 
| 
3 
4 


vA 
< 
© 


auoz 


Suotsa] Joary 


ul Poin 
LUN X 
Ul 


26 
) 
- 
| 
++! gon | 
~ 
Asa 6 © = 
7 = f + + + 
| 
4 
3 
j 
3 - ~ 
= 
> 
i 
: 
= 
= 
- 
= 
. 
> 


COMBINED RENAL AND ANTERIOR PITUITARY NECROSIS 


other vessels were necrosed and some intralobular 
and afferent glomerular arteries contained thrombi. 
The liver showed slight brown pigmentation and 
loosening of cells in the centrilobular areas 

At postmortem 2 small areas of 
found in the anterior lobe of the pituitary gland. 


necrostrs were 


SUMMARY OF CLINICAL AND PATHOLOGICAL 
FEATURES 

In Table III the collected series and the 
3, cases in the present series are tabulated. 

Age. The majority of the patients were 
in the 4th decade of life. This, however, 
was not a constant feature, one of the 
patients being only 16 years of age. 

Parity. Eight of the patients were multi- 
parae, and only 2 were primigravidae. 
There was no history of any abnormality in 
a previous pregnancy in any of the multi- 
parous patients. 


Predisposing conditions. Although in 
some of the patients the antenatal history 
was deficient, it appears that pre-eclamptic 
toxaemia occurred in all cases except that 
reported by Tomlinson, but in this case 
there was a severe pyelonephritis and at 
autopsy Aerobacter organisms were found 
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in the kidneys. The available evidence of 
pre-eclampsia is givenin Table IV. In both 
ot the cases of Sheldon and Hertig con- 
vulsions ( ?eclamptic) were reported. 


Precipitating conditions. The precipitat- 
ing condition in all cases was shock induced 
by haemorrhage. The severity of the shock 
was difficult to determine in every case but 
the lowest blood-pressure recorded during 
the stage of shock and the estimated dura- 
tion of shock when stated are given in 
Table IV. Abruptio placentae was the 
commonest cause of haemorrhage, having 
occurred in 8 of the cases. Postpartum 
haemorrhage occurred in the remaining 2 
cases in association with a_ retained 
placenta. 


Blood transfusion. There is definite 
evidence that blood was administered in 4 
cases (case IT, case 2, Doniach and Walker, 
Tomlinson) but no note was made in some 
of the other records (case 3, Grasby, 
Sheldon, and Hertig and Hugin). No evi- 
dence of incompatibility occurred either in 
laboratory tests or on the clinical condition 
of patients. 


E IV. 


Approximate 
duration 
of shock 


Lowest 
Blood-pressure 


Grasby (1947) 110-65 17 hours 


Hugin (1946) ) ? 


Sheldon and 
Hertig 
(1942) 
(2) 


Doniach and Walker 
1946) 


Tomlinson (10945) 


hours 


Case 11 hours 
S hours 


74 hours 


Evidence of pre-eclamptic toxaemia 


Accidental haemorrhage 


Oedema of legs and face 


Accidental haemorrhage Headaches, visual] distur- 
bances and oedema. Blood-pressure 160 90 


Accidental haemorrhage Eclampsia 


haemorrhage 
Eclamptic). 
haemorrhage Blood-pressure 
(?Eclamptic). 


Headaches 


Accidental 
Convulsions 


Blood-pressure 200/100 


\ccidental 210, 100. 


Convulsions 


(Accidental haemorrhage and oedema 


Nil 

Accidental haemorrhage 
visual disturbances 

No antenatal care 
admission 150/90 mm. Hg 

\ccidental haemorrhage. Previous history of ' 

trouble during pregnancy 


Headaches, oedema and 


Blood-pressure on day after 


kidnev 


= 


4 
1 
aS 
| 
3 
4 
f 
a 
4 
4 
ig 
Pap 
? 
AE 
150/80 
6 
i 
4 
Case 3 130/85 
; 


Drugs. Postenor pituitary extract was 
given in only one case (case 3). A prepara- 
tion of ergot was administered in cases 2 
and 3. Apart from occasional injections of 
morphia to combat shock no other drug was 
used 

Duration of ohguna, The duration varied 
from 5 days to 15 days, the average being 
7.8 days. Complete anuria did not exist 
throughout the entire illness in any of the 
although the output of urine was 
greatly diminished in all, and intermittent 
anuria occurred in some. No relationship 
could be found between either the fluid 
intake or urinary output, nor was it possible 
to determine a relation hip between the 
extent of renal or pituitary necrosis and the 
oliguria 

Blood urea. The blood urea was recorded 
in only 4 cases, the maximum being 300 mg. 
per cent (see Table III). 

Mental state. Only 3 reports in the litera- 
ture make mention of the mental state of 
the patient. Grasby (1947) and Tomlinson 
(1945) both state that their patients were 
drowsy throughout the illness. Doniach 
and Walker (1946) on the other hand stated 
that drowsine 
case I Of our series 

s and mental 
| alert until the terminal 
In case 3 there was no mention ol 


Cases, 


ss Was a late phe nomenon. In 
there definite 
pathy throughout, 


was 
drowsine 
but case 
stages 
the mental condition of the patient in the 
clinical records 

Renal lesions. The nect 
cortex was compl te in § cases ‘case I, 
Grasby, Hugin (1), Sheldon and Hertig (2) 
and Tomlinson | and patchy in 5 cases| cast 
3, Doniach and Walker, Hugin (2) 
and Sheldon and Hertig (1) 

Anterior pituatary lesion [he lesions 
varied ia size but the necrosis was marked 
in all The necrosis in 3 cases 
‘Sheldon and Hertig (1) and (2) and Hugi 
(r)} was large and involved the central part 
of the anterior lob In 2 other 


2 retnaines 


sis of the renal 


2. Cast 


cases 
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(Doniach and Walker, and Grasby) the 
necrosis was complete except for a small 
portion anteriorly. In Tomlinson’s case 
the major part of the anterior lobe was in- 
volved. There were small multiple areas of 
necrosis in 2 cases [ Hugin (2) and case 3] 
and a quarter and half of the anterior lobe 
was involved in the necrotic process in 
cases I and 2 respectively. 


Associated hepatic lesions. These varied 
from slight centrilobular degeneration to 
necrosis of most of the liver substance 


isee Table III). 


DISCUSSION 


All the reported cases of combined renal 
and anterior pituitary necrosis have 
occurred in puerperal patients and it would 
seem that in pregnancy there is some factor 
or group of factors predisposing to the 
occurrence of necrosis in these organs. The 
outstanding features in these cases are 
the occurrence of shock and pre-eclamptic 
toxaemia, and the relative low blood urea 
despite gross necrosis of the renal paren- 
chyma. In fatal cases of renal cortical 
necrosis without associated anterior pituit- 
iry necrosis we have observed that the 
blood urea usually exceeds 300 mg. per cent 
(MacGillivray, 1950). 

Cases of anterior pituitary necrosis have 
been reported without associated renal 
lesions (Sheehan, 1937; Gotshalk and 
lilden, 1940; Brown and Eder, 1939; Cun- 
ningham, McGrath, O’Donovan and de 
Valera, 1942), and renal cortical necrosis 
commonly occurs in the absence of associ- 
ated anterior pituitary necrosis. It would 
seem, therefore, that the circumstances 
associated with pituitary necrosis differ 
from those leading to renal cortical necrosis 
ind when combined lesions occur it would 
be reasonable to look for both sets of cir 

umstances or factors. 

In a recent review of bilateral renal corti 
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cal necrosis (MacGillivray, 1950) it has 
been found that pre-eclamptic toxaemia 
occurs in almost all cases. In the few other 
cases the predisposing factors appeared to 
be either severe infection or the administra- 
tion of large doses of posterior pituitary 
extract. Shock appeared to play a part in 
some of the cases but in others it was of mild 
degree. Sheehan (1937), on the other hand, 
has reported that all cases of puerperal 
necrosis of the anterior lobe of the pituitary 
gland suffered from collapse due to haemor- 
rhage or obstetric shock, and some also 
had pre-eclamptic toxaemia. 

In all reported cases, including the above 
3, with combined renal and pituitary lesions 
there was a combination of pre-eclamptic 
toxaemia or severe infection and collapse. 
When shock is the main feature of the case 
and toxaemia is mild or absent there is a 
marked tendency for necrosis of the anterior 
pituitary to occur. If however, toxaemia is 
severe and only a slight degree of shock is 
present the lesion is more likely to be 
centred in the kidney, and if both shock and 
toxaemia are severe both lesions are found. 

It is generally contended that in both 
shock and pre-eclamptic toxaemia vaso- 
constriction occurs and it would seem that 
this vasoconstriction is most marked in the 
vessels of the anterior pituitary gland in 
cases with collapse while the renal vessels 
are more affected in cases with pre-eclamp- 
tic toxaemia. 

Pre-eclamptic toxaemia is a_ slowly 
developing condition compared to collapse, 
and it has been shown recently by Kenney, 
Lawrence, and Miller (1950) that there is 
an increase in the resistance of the afferent 
glomerular arterioles in these cases due to 
arteriolar spasm. It can be seen that any 
marked increase in this spasm could cause 
renal necrosis. On the other hand the 
arteries of the anterior pituitary are vir- 
tually end-arteries and the blood supply to 
this gland would be adversely affected by 


any sudden vascular spasm such as occurs 
with collapse. It is possible that the 
relatively low blood urea in cases with com- 
bined lesions is due to the altered state of 
metabolism which might result from 
necrosis of the pituitary. 

In assessing the relative importance of the 
pituitary and renal lesions there are several 
facts which suggest that the patients 
succumbed as a result of the renal lesion 
and not of the pituitary necrosis. 

The duration of life after the presumed 
occurrence of the lesions in the patients 
with combined renal and pituitary lesions 
was 5 to 10 days with an average of 7 days. 
This is comparable to that when cortical 
necrosis alone occurred, the duration in 
these cases being 5 to 15 days with an 
average of 8 days. On the other hand 
Sheehan (1937) has shown that the 
duration of life postpartum in 11 cases with 
anterior pituitary necrosis alone varied from 
14 hours to 28 days and it should be noted 
that in the 3 cases who lived for more than 
44 days there was some other factor to 
account for death, such as peritonitis or 
secondary haemorrhage. It appears then 
that the survival] time is the same in patients 
with the combined lesions as in those with 
renal necrosis alone. 

The 11 cases described by Sheehan were 
all in a state of severe shock and it is doubt- 
ful if the anterior pituitary necrosis per se 
was the cause of death. Postmortems 
carried out on patients who had suffered 
from obstetrical shock several years pre- 
viously have shown that almost the whole 
of the anterior lobe of the pituitary may be 
destroyed without causing death (Sheehan 
and MacLetchie, 1943). The shock process 
would appear to be the cause of death in 
patients with anterior pituitary necrosis 
rather than the lesion in the pituitary itself. 
Many cases have been known to recover 
from anterior pituitary necrosis but there is 
only one case on record (Crook, 1927) where 
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some justification for the claum of recovery 
from renal cortical necrosis could be made. 


Although renal cortical necrosis was 


probably the main cause of death in patients 
with combined lesions it is likely that 
pituitary necrosis, or more probably the 


process which produced the pituitary necro- 
sis, contributed to death. 


SUMMARY 
Three cases of combined anterior 
pituitary necrosis and renal cortical necrosis 
are described. A short review of the litera 
ture on this subject has been made. 

The clinical and pathologi al features are 
discussed and a suggestion regarding the 
aetiological factors is made. It is believed 
that collapse and pre eclampti toxaemia 
must be present before combined lesions 
occur in the kidneys and anterior lobe of the 
pituitary gland. The probable cause of 
death in this type of patient is the renal 


le 
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THE MANAGEMENT OF THE SYPHILITIC MOTHER IN 
PREGNANCY 
BY 


S. H. Rrrersanp, M.D., M.R.C.O.G. 
Senior Assistant Medical Officer, Hammersmith Hospital 


Tue diagnosis of syphilis is never more 
important than in pregnancy. Prompt and 
adequate treatment is not only therapeutic, 
but prophylactic also, whereas neglect or 
delay condemns both mother and child to 
the ultimate effects of the disease. How- 
ever, it is common experience that 
pregnant syphilitic women are most 
reluctant to attend for treatment, and it is 
thought that this is because they have to go 
to the ordinary veneral disease clinics to be 
treated. For this reason the treatment of 
syphilis during pregnancy should, as far as 
possible, be carried out in the antenatal 
clinic or maternity hospital and should be 
regarded as an integral part of maternity 
and child welfare. It is much easier to 
induce the pregnant woman to come to the 
ordinary antenatal clinic where no 
difference is made between herself and the 
other patients, and where she receives the 
treatment unobtrusively. 


The Diagnosis of Syphilis in Pregnancy. 
At the first antenatal examination a care- 
ful enquiry and clinical examination 
followed by the Wassermann reaction and 
Kahn test will detect any evidence of 
syphilis. A patient with clinical findings 
suggestive of the disease, and with a 
positive Wassermann reaction and Kahn 
test, needs no further investigation; treat- 
ment should be started immediately. The 
problem arises when the clinical signs and 
the serological tests fail to support one 
another. As the value of a routine Wasser- 


mann reaction and Kahn test is now recog- 
nized widely in antenatal work, a know- 
ledge of the factors which may produce 
misleading results is essential for the 
interpretation of findings and for the 
evaluation of each case. 

The value of any serological test in the 
diagnosis of syphilis depends on_ its 
sensitivity and specifity and, while the 
modern Wassermann reaction has reached 
a remarkable degree of accuracy, neither 
sensitivity nor specifity is absolute. A 
clear-cut positive reaction is not obtained 
at every stage and in every case of syphilis, 
while non-specific or false positive reactions 
may be found in non-syphilitic patients. A 
negative Wassermann reaction may occur 
up to 8 weeks after infection, but in 
secondary syphilis the Wassermann 
reaction is almost invariably positive. In 
late untreated cases and in congenital 
syphilis negative serological findings occur 
in a small percentage of cases; in, syphilis 
under treatment the Wassermann reaction 
becomes negative long before the disease 
has been cured. 

The ingestion of alcohol, or chloroform 
anaesthesia, may temporarily convert a 
true positive Wassermann reaction to 
negative, but this change does not persist 
for more than three days. 

While a true positive serological test is 
obtained almost exclusively from cases of 
syphilis, a false positive reaction may 
occasionally be found in certain well- 
defined groups of conditions. These are 
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usually caused by organisms which possess 
antigenic properties very similar to those of 
T. pallidum, and include rat-bite fever, 


Weil's disease, typhus, vaccination, 
cerebro-spinal fever, typhoid, leprosy, 
tuberculosis, malaria. 


There are a number of intercurrent con- 
ditions which may also give a non-specific 
reaction, such as_ beri-beri, 
diabetes mellitus and 


positive 
pellagra 
pregnancy 


cancer,r, 


False Positive Reaction wm 


Pregnancy. 


Serological 


Frequency. In a summary of numerous 
investigations Kolmer and Tuft (1941) 
state that false positive serological findings 
during pregnancy vary from 0 to I.9 per 
cent. Stokes (1934) gives his figures as 
varying between 0.5 and 3.8 per cent. 

Penttinen (1946) reported the Wasser- 
mann and Kahn reaction in 20,1 15 women 
He concluded that pregnancy in itself does 
not interfere with the reliability of these 
tests. fF positive results appear in 
pregnant as well as in non-pregnant 
Although the incidence of 


alse 


women false 


positive results in a large series of 
unselected cases was small, the percentag 
of the positive cases which were falsely 
positive due to pregnancy was relevantly 
high; 21.5 per cent ol all the positive 
reactions were misleading, and so were at 
least 28 per cent of the tests of the cord 
blood, so that the importance of the false 
positive reaction should not be under 


estimated 
Poe ( k re port 


4 months of 


that during the first 
there 


chon 


pregnancy was not a 


single non-specific positive re but in 


the 5th month 3 per cent, in the 6th month 
3.4 per cent, in the 7th month 3.8 per cent 
in the 8th month 6 per cent, in the ot! 
month 4.7 per cent, and in the roth month 
6.2 per cent of cases gave false positive 


results 
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Causes. Attempts have been made to 
explain the occurrence of false positive 
serological findings in pregnancy by 
reference to various technical details, and 
to certain biochemical and _physico- 
chemical changes which are found in the 
blood. 


(a) Technical. In the literature there are 
a number of accounts of technical details 
which produce false positive results when 
Wassermann and Kahn tests are performed 


on blood samples collected during 
pregnancy. 
Finkener and Neugarten (1924) 


emphasize that prolonged conservation of 
serum increases the number of false 
positive results, especially retro- 
placental blood is used. 

(hb) Phystological. Besides such technical 
factors as are mentioned in the literature 
there have been numerous attempts to 
explain false positive results during 
pregnancy (Haim, 1927). The explanations 
are usually based on the fact that the 
Wassermann test cannot be considered as 
a true specific serological reaction, and it 
has been suggested that many variations 
in the composition of the blood might have 
an influence on the results. 

Georgi and Handorn (1923) speak of 
increased lability of the plasma during 
pregnancy, when technical factors can 
produce a false positive reaction more 
easily than usual. Czyzewicz (1929) uses 
the expression ‘‘ quick decomposition in 
changed metabolism’’ in explanation of 
false positive results observed by him. 
Laubenheimer (1930) considers 
increase in the lability of serum globulins 
which takes place during pregnancy to be 
the cause of false positive results, especially 
during the later months of pregnancy. 

Forssman (1932} mentions pregnancy as 
one of the conditions in which the increased 
quantity of globulin in the serum can give 
rise to a positive Wassermann reaction. 
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Esch (1922) and de Candia (1928) are of 
the opinion that the numerous false 
positive reactions observed by them can be 
explained in the first place as a manifesta- 
tion of disturbed lipoid metabolism, since it 
is known that the level of blood cholesterol 
during pregnancy is higher than normal. 
Belding (1925) and Schafer (1935) both 
consider it proved that the serum of 
pregnant women contains 8 times more 
anti-complement non-syphilitic substances 
than that of non-pregnant women. 

Sabatelli (1942) has examined the matter 
experimentally and, by absorbing the non- 
specific positive serum of a _ pregnant 
woman by extracts from ovaries, placenta, 
and hypophysis, has arrived at the result 
that non-specific positive reactions are 
produced by antibodies reacting with 
lipoids from these organs. 

Negative Serological Findings in Pregnant 
Syphilitics. 
It is also maintained, on the other hand, 


that pregnancy causes the reversing of true 
positive serological reactions for syphilis 


into negative ones. Laffont and Melé 
(1928) have reported that in general about 
66 per cent of non-pregnant syphilitics give 
a positive Wassermann, while during 
pregnancy the percentage is only 32 to 
38.5. During re-examination of those 
mothers after delivery, they obtained more 
serum-positive cases than at the time of 
pregnancy. 

Czyzewicz (1929) is of the same opinion, 
and bases it on the circumstance that only 
84 of the mothers of 166 syphilitic children 
had a positive Wassermann at the time of 
pregnancy. Vignes (1928) states that the 
evaluation of serological tests for syphilis 
during pregnancy is more difficult than 
usual because the true sero-positivity 
becomes reversed and the non-specific sero- 
positivity appears. 

Finally Nevinny (1933) considers that 
the problem during pregnancy is not the 
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obtaining of false positive results, but is 
that in spite of serological investigation so 
many cases of syphilis remain undetected 
during pregnancy. 


The Treatment of Syphilis in Pregnancy. 

There is seldom such a unanimity in the 
literature as is found in regard to the impor- 
tance of antisyphilitic treatment of the 
pregnant mother for the prevention of 
syphilis in the child. 

Soloway (1945) states that treatment of 
syphilis in the mother is the most effective 
prophylactic method of medical science. 
The following findings have been estab- 
lished with full certainty on the basis of 
numerous investigations (Baos, 1927; 
Gammeltoft, 1928; Klaften, 1929; Daily, 
1944). 

1. The treatment of the syphilitic mother 
is always indicated, no matter how far the 
pregnancy is advanced. 

2. Women treated both before and 
during pregnancy yield fewer syphilitic 
children than either of the groups 
separately. 

3. The best results of treatment during 
pregnancy are obtained when started 
before the 24th week. 

j. Bismuth and the organic arsenical 
compounds must be used; the use of the 
latter is especially important during the 
later weeks of pregnancy. 


Organization of Treatment. 

All antenatal patients have a routine 
serological test carried out on _ first 
examination. If a positive result is reported 
the patient is interviewed and questioned 
about any history of the disease or previous 
treatment, and the serological test is then 
repeated. 

Once the diagnosis of syphilis is made the 
patient is admitted to hospital, and is given 
5 mega units of penicillin over a period of 5 
days, 5,000,000 units night and morning. 
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On completion of the penicillin course, 
weekly injections of arsenic and bismuth 
are given, in the first week 0.3 g. 
Neoarsphenamine intravenously and 0.2 
g. bismuth intramuscularly , and the second 
to tenth week inclusive 0.45 
Neoarsphenamine and 0.2 g. of bismuth 
The Wassermann reaction is done after one 
month's rest, and the course of arsenic and 
bismuth is resumed. The cycle is repeated 
until 14 days from term, but if there is any 
idiosynerasy to arsenic only bismuth 0.2 g 
weekly is given. 


It should that a positive 
Wassermann and Kahn test does not mean 
that the patient is infective. She is infective 
only if she has early lesions—a primary 
Both medical staft 
and nurses are far too prone to regard a 
patient with a positive Wassermann as one 
who may infect them, and they demand her 
admission to a V.D. Department. We are 
of the opinion that all mothers with a 
history of treated syphilis, whether they 
have a negative or positive serological test. 
should be treated throughout pregnancy. 


be stress« d 


sore oT sex ondary 


With mothers treated after the jth month 
to term, the babies have treatment and 
observation from birth for 2 vears. regard 
less of whether the Wassermann reaction of 
the cord blood was negative or positive, as 
the testing of the cord blood at birth to 
diagnose infection of the child is not 
reliable. A positive re sult does not neces 
sarily mean infection, since it may occur 
from a carry over the placental 
circulation the mother’s positive 
reaction. On the other hand, a negative 
result cannot be taken as meaning that the 
child has escaped infection, as 
reachion may appear any time up to 6 
months after birth, and in fact. the 
diagnosis of congenital syphilis in the child 
is not always easy because of this. Where 
physical signs are present the diagnosis is 
not difficult; it is the children of mothers 
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who have started treatment later than the 
4th month of pregnancy that may not 
present physical signs of the disease, and 
these infants should be treated soon after 
birth. 

Experience has shown that where the 
mother has started treatment before the 4th 
month and has continued throughout the 
pregnancy, the baby is almost invariably 
tree from syphilis. 

The penicillin dosage for babies is based 
on a tormula age/age + 12. This is 
tollowed immediately by weekly injections 
of sulpharsenol in aqueous solution mixed 
with bismuth-oxychloride. The sulphar- 
senol dosage is 10 mg. per 2 pounds body 
weight; and the bismuth solution would be 
estimated on the same formula—1/1 + 12. 
After a ten-weeks course of sulpharsenol 
and bismuth oxychloride there is a rest of 
one month, and during this time a tonic, 
syrup ferri iodide, is given. 

After a month’s rest, another sero- 
logical test is done and the course 
of sulpharseno! and bismuth is repeated. 


CASE REPORT 

During 2 years we have treated and 
delivered 30 pregnant syphilitic women. 
There were 29 live births and 1 stillbirth. 
There were no abortions and no neonatal 
deaths. 

That the stillbirth was not due to syphilis 
was confirmed by postmortem examina- 


tion, and there was no_ pathological 
evidence of the disease in the infant. 
In the 29 live births there were no 


prematurely born infants. For the most 
part, the mothers were young pmmi- 
gravidae with a recently acquired infection. 
The oldest pregnant woman we have 
treated was 41 and the youngest 18. 
Twelve of the 30 patients had received 
no previous treatment for syphilis and 18 
had received some treatment prior to 
pregnancy. All the 30 patients had 5 million 
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Oxford units of sodium penicillin; 14 
received more than I0 injections of 
arsenic and bismuth and 16 patients less 
than Io injections during pregnancy. 

Initial treatment was given in various 
stages of the pregnancy. Prior to the 24th 
week—13 cases; between the 24th and 32nd 
week—12 cases; after the 32nd week—5 
cases. 

Since foetal infection is considered to 
occur any time after the 24th week, and to 
become increasingly more probable as 
term approaches, the distribution of cases 
throughout the pregnancy as indicated 
should give a fair indication of the value of 
treatment in any stage. 

The only reaction of note encountered 
was, in one case, lower abdominal pain and 
slight vaginal bleeding at 36th week of 
gestation, but the patient subsequently had 
a full-time normal delivery. 

The postnatal medical follow-up has 
consisted of a cord Wassermann and Kahn 
test and a roentgenogram of the long bones. 
A complete physical examination is also 
performed. Three of the 29 infants born 
alive and physically normal had a positive 
blood serological test at birth, and in every 
instance the mother was also seropositive at 
the time of delivery. 

All roentgenograms of the long bones 
performed in the nursery have been 
normal. Physical examinations have 
shown no evidence of syphilis. 


What should be the ideal follow-up of the 
Infant? 

(1) The infant should have a complete 
examination, including a Wassermann 
reaction and an X-ray of the long bones, in 
the neonatal period. 

(2) If clinical signs of syphilis are found, 
or if a positive Wassermann reaction is 
present, treatment should be started, and a 
quantitative test repeated monthly to deter- 
mine the trend of the disease. Treatment 
should be continued until one course has 
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been given, and, if there are no clinical 
signs and a negative Wassermann reaction, 
it should be stopped and the child followed 
up at 6-monthly intervals up to 2 years. 
(3) Infants with a negative Wassermann 
reaction should have blood tests monthly 
for the first 3 months, and then 6-monthly 
until 2 years of age. No infant born of a 
syphilitic mother should be considered free 
of syphilis until clinical examination and 
serological test and radiological findings 
have been consistently negative for 2 years. 


Treatment of the Mother in Later 
Pregnancies. 

The literature in this country and abroad 
contains repeated recommendations that 
the syphilitic mother should be given 
adequate treatment in every pregnancy 
and, fundamentally, the decision depends 
upon the ability of penicillin, arsenic and 
bismuth to cure syphilis. Obviously if the 
expectant mother has not been cured of her 
syphilis by the previous treatment, there is 
no question that re-treatment during each 
pregnancy is essential. 

Cole and his co-authors (1934) reported 
that in a group of 50 syphilitic women con- 
sidered cured, no syphilitic child resulted 
from subsequent pregnancies during which 
no treatment was given. Stokes (1934) 
advocates the treatment of the syphilitic 
woman through every pregnancy regard- 
less of the duration of her infection, her 
serological status or the amount and type 
of therapy; but adds the comment that 
some modification of this position may be 
possible when reports are available of an 
extensive series of mothers clinically cured 
of the disease who have gone through sub- 
sequent pregnancies untreated. Moore 
(1941) states that re-treatment of a 
previously treated mother may be safely 
omitted if the mother’s infection is of more 
than ro years’ duration; if previous treat- 
ment has been adequate and, especially, if 
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several uneventful and sero-negative years 
have passed by since the termination of 
treatment or if one or more preceding 
pregnancies, during which the mother has 
been allowed to go untreated, have resulted 
in living children known to be non- 
syphilitic. He feels that, if at least 2 of these 
4 criteria cannot be satisfied, it is safer to 
treat the mother during the pregnancy in 
question, in spite of the fact that her own 
blood tests may be repeatedly negative. 
McKelvey and Turner (1934) agree that 
thorough treatment of the maternal 
syphilis prior to pregnancy probably 
affords adequate protection of the offspring 
in subsequent pregnancies even though 
treatment during pregnancy is omitted; 
but advise that, if the maternal serological 
test remains positive, or if there is clinical 
evidence of persistent infection, the mother 
should be treated during every pregnancy 
regardless of the amount of previous treat- 
ment, 

lo sum up, in the days before penicillin, 
women considered as curt d of syphilis by 
irsenic and bismuth often gave birth to 
normal infants without treatment during 
their pregnancy. But, asa general rule, re- 
treatment in each pregnan y was con- 
sidered necessary to ensure a healthy child. 
As it is still doubtful whether even the 
present methods of treatment are the com- 
plete answer to syphilitic infection, and 
with so much at stake for the child. one 
hesitates to go against the firmly established 
principle of treating the mother during each 
ind every pregnancy 
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PRIMARY CARCINOMA OF FALLOPIAN TUBE 
Report of a case superimposed on Tuberculous Salpingitis 

BY 

A. CRUTTENDEN, M.B., M.R.C.O.G. 


Senior Registrar, Professorial Unit of Obstetrics and Gynaecology, 
United Birmingham Hospitals 


AND 
Criaup W. Tay Lor, M.B. 


Director of Pathology, Birmingham and Midland Hospitals for Women 


PRIMARY carcinoma of the Fallopian tube 
is a rare disease and comparatively tew 
cases have been recorded in the literature otf 
this country. The underlying aetiology is 
obscure but an associated salpingitis is often 
present. Hu, Taymor and Hertig, in their 
recent article (1950), noted this in a high 
proportion of cases. The possibility that 
tuberculous salpingitis in particular may 
predispose to carcinoma has been suggested 
by Ewing (1940), Novak (1947), and 
Lofgren and Dockerty (1946); but very 
few authentic cases have been recorded. 
The following case, therefore, would seem 
worthy of presentation. 


Cast Recorp 
Clinical History. The patient, aged 46 years, was 
admitted to the Birmingham and Midland Hospital 
for Women, on 13th October, 1947. She complained 
of attacks of dull, aching pain in the lower abdo 
men, occurring at intervals of 2 to 3 weeks during 
the 18 For 3 months before 
admission the pain had become more or less con- 
tinuous and during that time there had been a 
noticeable enlargement of the There 
was no history of vomiting or diarrhoea. Menstrua- 
tion had been regular at 28-day intervals, lasting 
for 2 days, and was accompanied by colicky 
abdominal pain. The loss was always scanty. The 
last period had occurred 3 weeks before admission. 
A brown, unpleasant, vaginal discharge had been 


previous months. 


abdomen. 


present for almost a year but had cleared com- 
The patient 
but had never been 


pletely 3 months before admission. 
had 


pregnant. 


been married 19 years 
Dilatation and curettage were performed 
in 1932, but no records are available of the findings 


at that time 


Physical exammation. On physical examination 
the patient was well nourished but showed clinical 
anaemia. There were no abnormalities of respira- 
tory or cardiovascular systems. Abdominal palpa- 


tion revealed a large, firm and irregular mass 


arising from the pelvis to 4 inches above the 
symphysis pubis. The mass was fixed and tender 
and rather more prominent on the left than on the 
right. There was no evidence of free fluid in the 
peritoneal cavity. On pelvic examination the mass 
appeared to be an irregular enlargement of the 
uterus due to multiple fibroids. preliminary 
blood count showed 3.9 million red blood cells per 
c.mm. and 60 per cent haemoglobin (Haldane) 
Operative findings. Laparotomy was performed 
on 17th October, 1947. In the peritoneal cavity 
numerous and dense adhesions were encountered 
between the uterus, large and small bowel, and the 
parietal peritoneum. The pelvic mass consisted of 
the uterus, enlarged by several fibroids to the size 
of a 14-weeks pregnancy, to which was adherent 
on its right postero-lateral surface a swelling the 
size of a small melon. This tumour was the grossly 
distended right Fallopian tube with an apparently 
norm. . ovary attached. The left Fallopian tube 
was thickened, tortuous and bound down to the 


posterior surface of the uterus. On attempting to 
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separate and deliver the right appendage it burst 
and discharged foul necrotic material. Free haemor- 
rhage ensued and it was possible only to remove 
the right Fallopian tube and « lose the abdomen with 
intra-peritoneal drainage, after liberal dusting of 


the operation site with peni illin powder 


Postoperative course. This was charac terized by 
pyrexia and copious purulent discharge from the 
abdominal wound. Examination of the discharge 
did not reveal tubercle bacilli. The drainage tube 
a full course of pem 
the 


X-ray examination of 


was removed after 45 hours, 


illin and sulphonamide was given and 


discharge slowly subsided 
the chest was clear and the sputum was free from 
tubercle bacilli. On 1oth November, 1947, exam 
ination of the blood showed 3.9 million red blood 
cells per c.mm, and 60 per cent haemoglobin 

On 14th November, 1947, further laparotomy was 


but such dense adhesions were en 


performed 
countered that surgery was impossible and the 
There 


purulent discharge from the wound and a faecal 


abdomen was closed was further free 


fistula developed which subsequently closed On 
roth Nove 1947, blood count total 


leucocytes to be 15,800 per c.mm. with 74 per cent 


mer, showed 


polymorphonuclears. Swinging pyrexia and puru 
lent discharge continued and the patient was sent 
out on roth December, 1947, at her own request, 
to be nursed at home She survived for a year, 


onfined to bed, the pyrexia and discharge from the 


wound continuing throughout that penod 


PATHOLOGY 


The 


ineasuring 14 Cm 


Gross specimen specimen consists of a 


fusiform mass in length with a 


lmmeter of 7 cm 


/ 


in the distal portion and 5 cm. in 


the proxumal portion La 
a thick 


mgitudinal section shows 


tubular structure, the distal portion con 


sisting of solid growth while the proximal portion 


presents a lumen ontaining -necrot« diffluent 


material (Fig. 1) 


Histology Microscopic examination shows 
the distal portion t onsist of papillary adeno- 
carcinoma with destruction of the normal archi- 


tecture of the Fallopian tube and deep mural 
the 


adenocarcinoma 


infiltration (Figs. 2 and 3). Sections from 


proximal portion show similar 


growing into the lumen of the Fallopian tube, but 
tubal epithelium 


a transition from hyperplastic 
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to frank carcinoma can be traced; muscular in- 
filtration in this portion és slight 

Characteristic tuberculous follicles are present 
both in the mucosa and in the wall of the proximal 
portion of the Fallopian tube (Figs. 4 and 5) with 
areas of caseation and surrounding fibrosis. Where 
the mucosa has not been completely destroyed by 
neoplasm, areas of mixed carcinoma and tubercu 
losis are observed 

Diagnosis. Primary carcinoma of the Fallopian 


tube (Grade 2—Hertig), superimposed on chronic 


tuberculous salpingitis. 


DISCUSSION 


Pathology. The diagnosis of primary 
carcinoma of the Fallopian tube in this cas¢ 
may be questioned since the uterus was not 
removed, nor had preliminary curettage 
been performed, and the possibility of tubal 
carcinoma secondary to uterine cancer was 
thus not excluded. The gross appearance 
of the specimen is, however, characteristic 
of primary neoplasm, the following findings 
all agreeing with the criteria laid down by 
Hu, Taymor and Hertig, and the findings 
of Stern and Hanley (1949) in their review, 
viz. the size of the growth, the fact that the 
main bulk occurs in the distal third of the 
tube, the transition from normal tube, 
epithelium to frank carcinoma, the soft, 
diffluent nature of the growth in the 
remaining lumen and the typical histo- 
logical papillary patterning of the car- 
cinoma. 

Ihe presence of previous salpingitis is 
noted by Hu, Taymor and Hertig, in ro of 
their 12 cases and is suggested by many 
authors, such as Novak, as a predisposing 
factor. The possibility that tuberculous 
salpingitis in particular may lead to tubal 
cancer is discussed by Ewing, Novak and 
Dockerty, amongst others, but extremely 
few authentic cases of the 2 lesions being 
found together are recorded. The adeno- 
matous patterning seen in many cases of 
tuberculous salpingitis due to proliferation 
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and adherence of the plicae, with resultant 
gland-like formations in the mucosa and 
musculature, leads to a pseudocarcinoma- 
tous picture (Fig. 6). This lesion has to be 
clearly differentiated from true carcinoma, 
for which it is sometimes mistaken. Novak 
states that ‘‘this error has been made in 
some of the reported cases of co-existing 
cancer and tuberculosis.’’ That the gland- 
like proliferation may lead. to true car- 
cinoma, however, does seem probable and 
the fact that chronic salpingitis appears to 
predispose to carcinoma may be due to the 
proliferation of the tubal epithelium 
stimulated by prolonged irritation. Adeno- 
matous proliferation may occur in non- 
specific salpingitis but is most marked in that 
due to tuberculosis, particularly in those 
cases in which the mucosa is chiefly 


affected. The change from adenomatous 
overgrowth to frank malignancy is consis- 
tent with changes seen elsewhere in the 
body, for example, in the uterine endo- 


metrium. 

Clinical features. All authors agree that 
the physical signs in carcinoma of the 
Fallopian tube are rarely characteristic, 
and the presence of other pelvic pathology 
adds further to the difficulty of diagnosis. 
Inflammatory disease of the appendages so 
often accompanies tubal malignancy that 
the latter and more serious condition is apt 
to be overlooked. Uterine fibroids are not 
infrequently found in conjunction with this 
disease. Fullerton (1940) states that there 
are no distinctive symptoms. A clear or 
bioodstained watery vaginal discharge 
which comes in gushes is suggestive. There 
may be some increase in frequency or 
irregularity of the menstrual function. Pain 
referred to the lower abdomen is earlier than 
with carcinoma of the cervix or body of the 
uterus and may be due to stretching of the 
tubal wall, as in ectopic pregnancy. Lower 
abdominal swelling appears to be a constant 
physical sign and in most cases a mass can 
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be demonstrated on pelvic examination. 
Lotgren and Dockerty (1946) point out that, 
although such a mass can be localized to 
one or other side of the pelvis, more often 
than not the lesion is either too large or too 
ill-defined for more to be said than that it 
is a “‘ pelvic ’’ mass. 

The main clinical findings in the case here 
reported were those of lower abdominal 
pain, vaginal discharge and abdominal en- 
largement, features again emphasized by 
Hu, Taymor and Hertig (1950), and also by 
Stern and Hanley (i949), as being sug- 
gestive of tubal carcinoma. There was no 
alteration in the menstrual function. A 
pre-operative diagnosis of tubal carcinoma 
was made by Falk, in 1898, by examination 
of material aspirated with needle and 
syringe through the posterior fornix. In 
1940, Martzloff reported a further correct 
pre-operative diagnosis in a woman who 
complained of a watery vaginal discharge 
and who had a right adnexa! mass. 
Curettage produced no identifiable endo- 
metrial tissue. 

The prognosis in tubal carcinoma is as 
poor as the diagnosis is difficult. Thus 
Lofgren and Dockerty (1946) reporting the 
results of treatment of 16 patients, record 
2 living, 10 and 14 years after operation, 
and g patients known to be dead. The 
average postoperative survival in this 
group was 18 months with extremes of 4 
months and 5 years. In adequate follow- 
up of 48 patients, Stern and Hanley found 
only 3 alive and well 5 years after opera- 
tion. 

Earlier pre-operative recognition is 
obviously desirable, but the difficulties are 
considerable. Martzloff makes a plea for 
hysterosalpingography in cases with an 
obscure pelvic mass, maintaining that the 
risks of dissemination into the pelvis of 
portions of malignant growth are out- 
weighed by failure to diagnose the con- 
dition. This aid to diagnosis would be of 
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the greatest help in patients with no 
physical signs other than persistent vaginal 
discharge. Patients in whom a pelvic mass 
is present should be submitted to early 
laparotomy, presumed inflam- 
matory condition of the appendages may 
be masking malignant disease 


since a 


SUMMARY 


A case of primary carcinoma of the 
Fallopian tube superimposed on chronic 
tuberculons salpingitis is recorded 

[he chrucal and pathological findings are 
in keeping with the requirements laid down 
by Hu, Taymor and Hertig, for the diagno 
sis of primary tubal cancer 

The possibility of chronic salpingitis, 
particularly of tuberculous type, being an 
etiological factor in the production of car- 
cinoma ts discussed. 
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Our thanks are due to Professor Hilda 
N. Lloyd, P.R.C.O.G., under whom the 
patient was admitted to hospital, for per- 
mission to publish this case, and to Messrs. 
Horne and Lea for their technical and 


photographic assistance. 
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BLOOD-PRESSURE AND PROGNOSIS IN TOXAEMIA 
OF PREGNANCY 


BY 


C. L. MUKHERJEE, M.R.C.O.G. 


AND 


A. D. TELFoRD Govan, M.B., Ph.D. 
From the Research Depariment, Glasgow Royal Maternity and 
Women's Hospital 


IN recent years attention has become 
focused upon the hypertension of toxae- 
mia in an attempt to establish its nature and 
the relationship it bears to toxaemic 
symptoms. For long it has been believed 
that the hypertension might be due to 
vascular spasm. Zangemeister (1916) and 
Stroganoff (1923) both held this responsible 
for the convulsions of eclampsia. Irving 
(1936) and Chesley (1939) believe that 


albuminuria in pre-eclampsia is due to the 


same mechanism. Herrick (1938) regards 
the hypertension of toxaemia as a 
functional disorder of the vascular system 
caused by an increased tonicity and spasm 
of the arterioles. Baird and Dunn (1933), 
and Kellar, Arnott and Matthew (1937) 
have demonstrated thickening of the renal 
glomerular vessels which may be a mani- 
festation of persistent spasm. There has, 
however, been little direct evidence of the 
existence of a state of vascular spasm. 
Baer-and Reis (1924) using the capillary 
microscope have observed elongation and 
beading of the nail-bed capillaries, changes 
said to be indicative of spasm. The in- 
creased response to pituitrin demonstrated 
by De Valera and Kellar (1938), and 
Mukherjee (1941) and to the cold pressor 
test (Dieckmann, 1941) suggests that the 
vasomotor apparatus is abnormally sensi- 
tive in pregnancy toxaemia but this of 
itself does not show that a state of vascular 


spasm 1s the basic feature of the condition. 
More direct evidence has been supplied 
recently by Kenney, Lawrence and Miller 
(1950) in their study of the renal haemo- 
dynamics in toxaemia. 

Similarly, while many of the symptoms 
and complications of toxaemia are thought 
to be due to hypertension it is difficult to 
correlate these with the degree of hyper- 
tension. In the Medical Research Council 
report (Cruickshank, Hewitt and Couper, 
1927) only the systolic pressure is con- 
sidered and although there is a rough 
relationship between the systolic readings 
and the condition of the patient it is in no 
sense direct or reliable, nor is it a guide to 
prognosis. Symptoms may be equally 
severe at pressures varying from 140 to 
190 mm. of mercury, and contrariwise a 
patient may support a pressure of Ig0 mm. 
of mercury with only mild symptoms. 
Complications such as eclampsia and acci- 
dental haemorrhage occur at all levels of 
the hypertensive scale. 

The diastolic pressure is frequently a 
better guide to prognosis and bears a more 
direct relationship to the symptoms of the 
patient, but in this case also apparent 
anomalies exist. Nevertheless hyperten 
sion is usually the earliest manifestation of 
toxaemia and measurement of the blood- 
pressure is the only convenient impersonal 
method of recording the progress of the 
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patient. It is therefore necessary to find 
some means of analysis of the readings 
which will assist in our assessment of 
clinical condition and prognosis. 
Theoretically it is obvious that absolute 
pressures mean very little so long as the 
heart can maintain and the blood-vessels 
withstand the systolic pressure. The im- 
portant factor is the amount of blood 
supplied to the organs and this will depend 
on the mutual relationship existing 
between systolic and diastolic pressures. 
Any increase in peripheral resistance to the 
blood flow must be accompanied by a rise 
in systolic pressure if the circulation is to be 


maintained. This is found in normal 
individuals during a state of emotional 
tension. In these cases, however, the 


normal relationship between pulse pressure, 
diastolic pressure and systolic pressure is 
maintained and these values are found to 
be roughly in a ratio of 1:2:3. This ratio 
tends to alter slightly in pathological con- 
ditions such as essential hypertension and 
experimental hypertensive states but it is 
not a reliable guide to prognosis (Hay, 
1931; Pickering, 1939; Lyon, 1940; Gil- 
christ, 1941). More important is the obser 
vation of Laubry (quoted by May and 
Ollivier, 1935) that in peripheral hyper- 
tension the systolic pressure must be 
1.7 times the diastolic to provide an 
adequate circulation. When this relation- 
ship is sustained the hypertension is said to 
be balanced 

We have made an analysis of the systolic 
and = diastoli pressures in 
hypertension in pregnancy in relation to the 
clinical condition of the patient and the 
course of the disease, and the following are 
the results. 


cases of 


Results The standards of  blood- 
pressure in normal pregnancy set by various 
authors differ considerably. Thus Browne 


(1946) states that a above 


reading 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


120/80 mm. of mercury should be regarded 
as abnormal. De Lee and Greenhill 
(1948) and Stander (1948) take 130/90mm. 
of mercury as the maximum upper limit of 
normality McIlroy (1936) is of the same 
opinion but Eden and Holland (Brews, 
1948) set the upper limit at 140/ go. 

In view of this variation it was considered 
essential to establish the limits of blood- 


pressure in normal pregnancy in the 
Glasgow area. For this purpose 480 
normal patients attending the antenatal 


clinic of the Glasgow Royal Maternity and 
Women’s Hospital were studied. Since 
these blood-pressure readings were made by 
several members of the medical staff the 
personal factor must be taken into con- 
sideration. Consequently the values 
selected require some form of verification. 
This was done by correlating the systolic 
and diastolic pressures, and the degree of 
correlation was found to be 0.939 which 
indicates a high degree of accuracy. The 
range of pressures in this series varied from 
140 to go mm. of mercury systolic, and 94 
to 55 mm, of mercury diastolic. The 
frequency distribution is given in Table I. 
It will be seen that 75 per cent of these cases 
had a blood-pressure between I1I and 130 
mm. of mercury systolic and 71 and go mm. 
of mercury diastolic. In 95 per cent of all 
the blood-pressure was below 
130/90 mm. of mercury. In our subse- 
quent study, therefore, this level has been 
considered as the standard of maximum 
blood-pressure in normal pregnancy. 

Our toxaemic series consisted of 926 cases 
of hypertension in pregnancy. Hitherto 
only the systolic pressure has been taken 
inte consideration in any study of toxaemias 
(Hewitt, Cruickshank, 1927). We have, 
therefore, studied the blood-pressure read- 
ings obtained at the time of the highest 
systolic pressure in these The 
systolic and diastolic readings were sub- 
jected to statistical correlation and the value 


cases 


cases. 
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Showing the frequency distribution of systolic and diastolic 


Systolic 
B.P No. ot 

Mm.Hg cases Per cent 
90 2 0.4 
100 2i 4-3 
110 63 13.1 
120 155 33.0 
130 202 42.0 
140 34 7:2 


was found to be 0.866, indicating a fair 
degree of agreement. The range of pres- 
sures in this séries extended from 240 to 
132 mm. of mercury systolic and from 140 
to go mm. of mercury diastolic. 

On surveying our material it was found 
that the cases could be divided into 5 
groups on a clinical basis as follows: 


Group 1. Hypertension without toxaemia 
in late pregnancy. 

There were 191 cases in this group, all 
of whom had a blood-pressure of more than 
130/90 mm. of mercury on at least 2 
visits to the antenatal clinic during the early 
months of pregnancy. This hypertension 
persisted th:oughout the whole period of 
gestation, but the patients showed no sign 
of toxaemia, such as albuminuria or oedema 
and they remained symptom free. The 
range of both systolic and diastolic pres- 
sures is givenin Table II. Itis obvious that 
the hypertension, according to Laubry’s 


blood-pressure in normal pregnancy 
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Diastolic 
B.P No, of 
Mm.Hg cases Per cent 
60 20 5.0 
70 Si 10.9 
so 219 45.0 
go 139 39.0 
100 12 2.5 
formula, remained balanced throughout 


pregnancy, an interesting observation in 
view of the lack of symptoms in these 
patients. 


Group 2. Hypertension throughout 
pregnancy with toxaemic manifestations 


during the last trimester. 

This group consisted of 164 patients all 
of whom were hypertensive throughout 
pregnancy. During the few weeks before 
term however they developed albuminuria 
and oedema and complained, in some 
instances, of toxaemic symptoms, such as 
headache, and visual symptoms. Prior to 
the onset of these signs and symptoms the 
hypertension was balanced and the pres- 
ures were similar to those recorded in 
Table tl. Table III shows the results of 
analysis during the period of toxaemia. On 
comparing these results with those given in 
Table I] the most striking difference is the 
relatively low systolic pressure at equivalent 


Taste Il. 
Showing the blood-pressure and the systolic: diastolic ratio in 
hypertension unassociated with toxaemia 


Diastolic Av. Systolic 
B.P B.P Standard Ratio 

Mm.Hg Mm.Hg Deviation Min.—-Max Syst. : Diast 
90 155.2 14.3 140-100 1.73+0.13 
100 171.6 17.2 144-190 1.72+0.11 
116 157.0 19.7 150-210 1.70+0.14 
120 207-5 21.7 170-234 1.73+0.10 
130 218.0 23.6 186-240 1.68+0.16 
140 237-6 70.0 210-262 1.7O+0.11 
150 255-5 16.6 230-275 1.7O+0.11 
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Showing the blood-pressure and the systolic: diastolu ratio m 
hypertension with toxaemia 


Dnastol« Av. Systolic 
BP B.P Standard Ratio 
Mm. Mm.Hg Deviation Min.~Max Syst. : Diast 


yo 140.1 14.0 134-108 1.62+0.14 
100 161.4 16.5 140-190 1.61+0.12 
110 1745-0 15.4 150-200 1.59+90.10 
120 186.0 16.0 162-210 1.55+0.11 
130 191.2 Ig.! 165-218 1.51+0.09 
140 2085.5 17.: 150-232 1.49+0.12 
150 222.1 15.5 200-250 1.48+0.12 


levels of diastolic pressure. The result is a 


fall in the average systolic: diastolic ratio 
from 1.71 in Group 1 to 1.57 in Group 2. 
This fall is even more striking when the 
ratios at individual levels are considered. 
The diastolic pressures and the ratios are 
in inverse ratio to each other in this group. 


Group 2%. Toxaemia in last trimester 
without preceding hypertension 

There were 491 patients in this group. All 
had normal blood-pressures and felt well 
until the last few weeks of pregnancy when 
they developed hypertension, albuminuria 
and oedema 

The relation between systolic and dias 
tolic pressures is shown in Table IV, and it 
will be seen that the average ratio, 1.53, 1s 
less than that shown by the previous two 
groups. In addition, at high levels 
diastolic pressure the ratio falls even below 
that found in non-hypertensive individuals 
Che average for the ratio and the individual 


ot 


» th hlood-pressure 


true 


Tasre IV 
ind 


pregnancy 


values fall well below the optimum value 
tor a balanced hypertension, 


Group 4. Hypertension and eclampsia. 

The blood-pressure levels were studied in 
go cases of eclampsia during the convulsive 
It was obviously impossible to take 
readings during a convulsion and a period 
of 15 minutes was allowed to elapse follow- 
ing a convulsion before measuring the 
pressure in order to avoid the effect of 
muscular 


stage. 


severe effort on the systolic 
pressure 
The figures in Table V show that in 


almost all cases the systolic : diastoli 
ratio is not only less than the value neces- 
sary for a balanced hypertension but lies 
below the value found in non-hypertensive 
individuals. Only 1 patient (1.1 per cent 
of the total) in this series had a ratio of 1.7. 
In 24 cases (26.7 per cent) the ratio was 
just above 1.5 while in 65 patients (72.2 per 
cent) the ratio varied from 1.28 to 1.49. 


thre 


tovaenna 


liastolic ratio 1m 


Standard Ratio 

Mi He Mm Deviation Mir Max Syst ‘ Diast 
12.5 130 170 54 0.10 

if 134-190 1.55+0.12 

17 150-200 1.50+0.10 
120 19.2 190-200 1.50+0.09 
130 14.5 170-220 1.47+0.09 
140 203.3 15.4 185-240 1.45+0.10 
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Taste V. 
Showing the blood-pressure and the systolic : diastolic ratio m eclampsa 


Diastolic Av. Systolic 
B.P B.P. Standard Ratio 

Mm.Hg Mm.Hg Deviation Min.-Max. Syst. : Diast. 
100 144.5 13.4 130-160 1.44+0.09 
110 156.1 16.1 140-185 1.42+0.08 
120 174-2 15.9 155-194 1.45 +0.09 
130 185.0 17.0 162-205 1.42+0.09 
140 196.3 15.1 174-220 1.40+0.10 
150 205.5 18.4 190-230 1.37 +0.10 

Group 5. Hypertension and retro- Stationary; in 3 it fell slightly below the 


placental haemorrhage. 

A number of patients in our toxaemic 
series eventually suffered from accidental 
haemorrhage. In 11 of these we had the 
opportunity of studying the blood-pressure 
changes 12 hours or less before the onset of 
this complication. The results are recorded 
in Table VI. For the purpose of com- 
parison pressure recordings made 48 hours 
before symptoms appeared are included. 
Comparison of the readings made at these 2 
periods demonstrates that there has been 
a decrease in the ratio prior to the onset of 
symptoms. The fall in the ratio is indepen- 
dent of changes in the systolic pressure. 
In 1 case the systolic pressure remained 


initial level but in 7 cases the pressure was 
actually increased. The fall in the ratios is 
due almost entirely to a rise, absolute or 
relative, in the diastolic pressures. With 
the exception of 2 cases all showed a fall in 
the ratio below the level for non-hyperten- 
sive individuals. In these 2 cases it was at 
the lowest limit of normality and well 
below the level necessary for balanced 
hypertension. 


and 


Hypertension and the signs 


symptoms of toxaemia. 


1. Albuminuria. 
Our analysis is based on 390 blood- 
pressure readings made on 186 cases of pre- 


Tasie VI. 


The systolic : diastolic pressure ratios preceding the occurrence of 
recto-placental haemorrhage in pre-eclamptic toxaemia 


More than 48 hours before haemorrhage 


Ref. No Systolic Diastolic S.D 
1 M 165 100 1.65 
2 D 200 115 1.74 
150 90 1.64 
155 100 1.55 
5. MclI 184 108 1.70 
¢ Mc\ 178 105 1.60 
1h0 100 1.60 
McK 160 95 1.685 
McG 170 1.67 
1. W 164 100 1.65 
11. McC 118 1.61 


Less than 12 hours before onset of 


haemorrhage 

Systoli Diastolic 
175 118 1.48 
200 130 1.53 
150 124 1.45 
150) 11 1.29 
160 115 1.49 
180 122 1.47 
165 112 1.47 
190 125 1.52 
160 120 1.33 
180 130 1.38 
125 1.40 
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eclampsia, and the findings are recorded in 
Table VII. In 76 per cent of the readings 
the ratio lay between 1.6 and 1.7, that is 
the hypertension almost balanced. 
Albuminuria, however, was less than 1 g. 
per cent in go per cent of these cases. When 
the ratio fell 1.6 the albuminuria 
appeared to increase. The relationship of 
the ratio to the degree of albuminuria is 
also evident from the disposition of the 
figures shown in the table. It is evident 
that the incidence of gross albuminuria in- 
creases when the ratio falls below normal 
levels. 


was 


below 


2. Visual disturbance. 
In our patients developed 
dimness of vision and amblyopia. Ophth- 
reports were only available 
in 12 In all there was a 
diminution of the systolic: diastolic ratio. 
It was less than 1.5 in 26 patients; in g it 
lay between 1.5 and 1.6 and in 2 it was 
above 1.6, the maximum being 1.64. Of 
the 12 patients examined ophthalmosco- 
pically 5 showed “ cotton-wool ’’ patches 
in the retina. The ratio in these 5 patients 
varied from 1.28 to 1.39. In the remain- 
ing cases the ophthalmological report 
stated that there ‘retinal vascular 
spasm and some congestion of the retinal 
veins."’ The blood-pressure ratio in these 
patients varied from 1.47 to 1.55. 


series 


almose opi 
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DISCUSSION 


The most obvious point in this short study 
of blood-pressure ratios is that the hyper- 
tension of toxaemia of pregnancy is 
primarily diastolic in origin. This is 
illustrated by the fact that as toxaemia 
develops the increase in diastolic pressure 
occurs in advance of and is greater than 
the increase in _ systolic. Since the 
hypertension recedes after pregnancy 
it can only be due to a_ functional 
change in the peripheral vessels, in 
other words spasm of the arterioles. The 
work of Kenney, Lawrence and Miller 
(1950) substantiates this. At the same 
time it is apparent that the onset and 
severity of toxaemic symptoms are not 
directly related to the absolute level of 
diastolic pressure. It is therefore very 
diffeult to differentiate between true 
toxaemia and essential hypertension and to 
give any indication of prognosis. In 
Group 1 diastolic pressures up to 150 mm. 
of mercury were sustained by patients 
without toxaemic symptoms. It is true 
that the average pulse pressure in these 
patients was greater than that found in 
toxaemic patients but unfortunately the 
contrary does not hold. A study of pulse 
pressures in the various groups indicates 
that there is no sharp dividing line between 
the values found in patients with symptoms 
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and in those who are symptomless. The 
ratio of systolic to diastolic pressure would 
appear to offer a more reliable guide. In 
patients of Group I, in whom the condition 
appeared to be one of essential hyperten- 
sion, the ratio was at or above 1.7, the 
value stated by Laubry to be necessary for 
an adequate circulation in hypertensive 
states. 

When toxaemic symptoms appeared 
in cases of essential hypertension the 
ratio tell to approximately 1.6, while in 
Group 3, where toxaemia occurred in 
previously non-hypertensive patients, the 
ratio fell to lower levels. This may be 
related to the fact that in cases of essential 
hypertension the heart has had time to 
adapt itself to the vascular changes and 
may be able, for a time, to maintain the 
necessary systolic pressure. As the disease 
progresses the ratio tends to fall and the 
onset of complications is heralded by the 
value dropping to 1.5 or less. This was the 
level found in almost every case of 
eclampsia during the convulsive stage. 
Unfortunately, since these were 
admitted as emergencies, we were unable 
to study the trend of the ratio prior to the 
onset of fits, and although every care was 
taken the possible effect of muscular effort 
must be considered in these cases. The 
position was more clear cut in cases of 
retro-placental haemorrhage. There was a 
distinct fall in ratio during the 48-hour 
period prior to the onset of haemorrhage, 
and once more the value of 1.5 appeared to 
be a critical level. Uncompensated dias- 
tolic hypertension would seem to be the 
main factor in leading to retro-placental 
haemorrhage. This is indicated by the 
fact that Browne and Dodds (1930) were 
able to produce retro-placental haemor- 
rhage in animals when the kidneys were 
damaged by oxalate. It is now known 
that one of the principal effects of such a 
renal injury is a diastolic hypertension. The 


cases 


O47 
mechanism of production of the haemor- 
rhage is not quite clear, but the finding of 
degenerative changes in the uterine vessels 
(Williams, 1915; Ley, 1920) may be taken 
as support of the view of Browne (1946) 
who suggests that arteriolar spasm leads to 
anoxaemia and malnutrition of the vessel 
walls and if the spasm temporarily relaxes 
these damaged walls tend to give way. 

From the correlation of visual symptoms, 
ophthalmoscopic examination and blood- 
pressure readings two points emerge. The 
severity of these symptoms is associated 
with low values for the systolic : diastolic 
ratio and, when the fall is marked, organic 
changes occur in the eyegrounds. It is 
likely that the mechanism of production of 
these changes is similar to that operating 
in retro-placental haemorrhage. 

The relationship of the ratio to albumin- 
uria is not quite so clear. Chesley, Marko- 
witz and Wetchler (1939) have studied the 
relationship between albuminuria and the 
reaction to the cold pressor test in toxaemia 
and found that albuminuria was most 


marked whenever a strong cold pressor / 


reaction was elicited. Similarly Mukherjee 
(1941) has demonstrated that injections of 
pitressin aggravate albuminuria. These 
facts suggest that albuminuria is of func- 
tional origin and related to changes in the 
renal vascular supply. According to 
Kellar, Arnott and Matthew (1937) the renal 
pathology in toxaemias of pregnancy is of 


the nature of a toxic nephritis. The charac- | 


teristic feature of albuminuria in toxaemias, 
however, is the variable excretion of 
protein. This was observed by usin a small 
series of cases where urinary protein was 
estimated hourly for a period of 6 hours. 
It was found that the protein content of the 
urine varied from hour to hour in each 
patient. 

It is difficult to understand how an 
organic renal lesion could produce such 
rapid variations in the rate of protein excre- 
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tion so long as the underlying lesion itself 
remains unchanged. Nevertheless, our 
study of the systolic: diastolic ratio indi- 
ates that, although the degree of 
ilbuminuria appeared to be connected in 
some way with changes in the ratio, the 
relationship was in no sense constant and it 
must be evident that hypertension per se 
does not cause albumen to appear in the 
urine 


SUMMARY 
1. A study of the systolic : diastolic ratio 
has been made in 936 cases of hypertension 
in pregnancy. 
2. The results indicate that the hyper 
tension of toxaemia is diastolic in origin. 


3. The hypertension remains balanced 
during pregnancy in cases of essential 
hypertension unless the pregnancy is 


further complicated by toxaemia. 


4. The systolic : diastolic ratio in essential 
hypertension remains at 1.7 or more. In 
toxaemia the hypertension is unbalanced 
and the ratio falls below 1.7. This pro- 
vides an additional means of differentiating 
cases of essential hypertension from those 
of toxaemia and also indicates when toxae 
mia has been superadded to simple hyper 
tension 


s. As the ratio falls toxaemic manifesta 
tions become more severe and complica- 
tions such as ec] impsia tend to occur if the 


ratio drops below 1.5 

6. A rapid fallin the ratio over a matter 
of hours occurs before the onset of retro 
placental haemorrhage 
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A CASE OF ABDOMINAL PREGNANCY 


BY 


PATRICK STEPTOE, F.R.C.S., M.R.C.O.G, 
Obstetrical and Gynaecological Department, Whittington Hospital, 
Highgate, London 


Many authors have questioned _ the 
possibility of primary abdominal preg- 
nancy and, although a smal! number of 
cases has been reported, they are reluctant 
to abandon their scepticism. There is no 
doubt, however, that abdominal preg- 
nancies of secondary type are well known, 
the mechanism of which is that expulsion 
of the fertilized ovum through tubal 
abortion or perforation is followed by 
growth outward of placental tissue whilst 
the embryo retains its vitality. The 


placenta remains attached; if it did not 


the embryo would succumb the moment 
its separation from the tubal wall was 
complete. 

It is the activity of the Fallopian tubes 
in securing the freshly expelled ovum, itself 
incapable of nidation probably before 6-7 
days have elapsed, which is responsible for 
the rarity of the extra-Miillerian implanta- 
tion. Studdiford (1942) contends that 
should the ovum be expelled from the 
follicle, become fertilized, and develop 
over a period of 7-8 days without being 
captured by the fimbriated extremity of the 
tube, it seems likely that nidation will take 
place in any tissue, regardless of its origin, 
with which the blastocyst is in contact. 
Thomas (1943) claims that there is no 
reason why implantation on endometrial 
deposits in the uterosacral ligaments, 
peritoneum covering rectum or sigmoid, 
or any part of the pelvic cavity should not 
be accepted as an explanation of primary 
abdominal pregnancy. 


The carliest authentic case of primary 
abdominal pregnancy appears to be that of 
Galabin in 1896. He operated on a woman 
who had a 10-week foetus implanted in the 
pouch of Douglas. The patient died from 
haemorrhage after removal of the embryo, 
and an opportunity for examination of the 
nidation site and pelvic organs presented 
itself at postmortem. The case was sub- 
mitted to the London Obstetrical Society, 
who came to the conclusion that it repre- 
sented a true primary peritoneal preg- 
nancy. Witthauer (1903) reported a case 
when he removed a portion of omentum 
containing a small haematoma which 
revealed the presence of chorionic villi on 
microscopical examination. In 1908, Hirst 
and Knipe described an embryo of about 6 
weeks maturity implanted in the back of 
the left broad ligament above and to the 
outer side of the uterosacral ligament. 
Ray's case (1921) occurred on_ the 
anterior wall of the uterus just above 
the level of the cervix, no communication 
with the uterine cavity, macroscopically or 
histologically, being demonstrable. Studdi- 
ford (1942) described a case which Novak 
(1947) admits to be authentic, in which the 
nidation site was 14 cm. medial to the 
insertion of the left tube on the posterior 
aspect of the uterus. There was no evidence 
to be found of communication with the 
interstitial portion of the tube or uterine 
cavity. 

Other authors have described cases 
purporting to be primarily abdominal, but 
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many have been of such maturity that the 
spread of the placental tissue has made it 
difficult to establish the diagnosis beyond 
doubt. The following criteria for the 
diagnosis seem to emerge from a review of 
the literature : 

1. A condition of normality of both 
tubes and ovaries with no evidence of 
recent or remote injury, unless it can be 
proved that these are due to secondary 
involvement 

2. The absence of uteroperitoneal fistula. 

3. The presence of a pregnancy related 
exclusively to the peritoneal surface, and 
young enough to eliminate the possibility 
of secondary implantation following 
nidation in the tube 

I believe that the case to be reported 
fulfills the criteria, and the rarity of the 


condition and the excellence of the 
specimen justify its presentation 
Mr bk W wed 20 years, was admitted to the 
gynaecological ward ifter examination and 
reference by the surgical department on 13th 


February, 1950 Her past medical history was 
negative. She had had 1 term normal pregnancy 
with spontaneous delivery of a live infant 2 years 
previously She had a history of regular men 
truation and she tated her last menses had 
occurred on 6th January, 1950, therefore she had 
had 5'¢ weeks ar orrhoea She complamed of 


ittacks of pain referred to the back passage for 3 


weeks, and pain of a throbbing aching character 


which began in the rectum and spread to the lower 


ibdomen prior to admission. She had vomited at 


the time of the examination by the surgeon and 
thre pean in the ibdomen had suddenly become 
wcute and was soon afterwards accompanied by 


pain in the right shoulder and 


the neck The bowels h 


lower right side of 


id been opened painfully in 


the last 4 week ind there had been frequency of 
nctunrti tor 24 hour 

Physical xannunation. A well nourished w ur 
pale and restles Her pulse was 90, her tempera 
ture wa »7.4°1 und her biood-pressure o8 / 50 
The breasts showed definit signs of increased 
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vascularity and activity The abdomen showed 
moderate soft distension with generalized tender 
ness. There was shi.::ag dullness in both flanks 


and no rigidity. Peivic examination 


revealed a 
sott cervix, deviated slightly forward of the vaginal 
axis, and an anteverted, slightly enlarged uterus 
[here was tenderness in the whole fornix, maximal 
m the left posterior fornix where a small indurated 
mass could be 


palpate d. 


There was no vaginal 
bleeding or discharge A diagnosis of intra 
ibdominal bleeding of recent onset from an ectopic 
pregnancy was made, and immediate laparotomy 
advised whilst blood transfusion was being pre 
pared 

Operative Findings. About 1 pint of fresh blood 
was aspirated from the lower abdomen and pelvis 
The uterus was found to be enlarged but otherwise 


normal. Both Fallopian tubes and the right ovary 


were normal, with no signs of recent or remote 
injury. The left ovary was adherent by its lower 
pole by an area of about 1 cm. in diameter to a 


mass in the pouch of Douglas. The 


separated and brought up into 
showed a 


ovary was 


easily and gently 


the wound It and 


corpus luteum 
organized blood clot on the lately adherent surface 
An ectopic gestation sac was found attached to the 
lowest part of the back of the left broad ligament. 
There was a small area of organized blood clot on 
its perrtoneal aspect, and there was blood oozing 
from its extreme margin. The mass was gently 
separated and removed; during this step a living 
foetus in its mtact amniotic sac escaped from the 
centre of the mass. A raw bleeding area about 
2 inches in diameter was controlled with difficulty. 
A free omental graft was placed im it and stitched 
The bleeding 


a steady ooze con 


to the ragged edges of peritoneum 
was partially controlled, but 
tinued 
the 


Therefore a gauze pack was placed over 


irea and left in situ. The abdomen was closed 
with the free end of the gauze protruding from the 
The the left 
before closing the abdomen, the ovary 
There 


endometrial tissue to be seen anywhere 


wound 


ted 


lower pole of ovary was 
reset 


being repaired were no signs of ectopic 
Meanwhile 
blood transfusion had been started and 4 pints in 
Prophylactic 
given and the post-operative course was unevent 
ful The 


day 


all were given, chemotherapy was 
pack was easily removed the following 


On the same day the Friedman test was strong! 
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A CASE OF ABDOMINAL PREGNANCY 


positive. On 16th February, 3 days after operrtion, 
vaginal bleeding commenced and lasted 7 days. 
On 25th February pelvic examination revealed 
some’ localized tenderness in the posterior fornix 
The patient 
was discharged on her 14th day for shortwave 
diathermy to the pelvis as an outpatient. 


with exudation around the uterus. 


One 
month later the pelvis was clear except for a small 
firm nodule in the pouch of Douglas 


Pathological Report 


a 2.4 inch (g mm.) foetus in its intact amniotic sac 
which appears to have escaped from the centre of 


The specimen consists of 


a mass of chorionic tissue and blood clot to which 
it is attached by the umbilical cord. 
tissuc 


The chorionic 
inch (2 
diameter. Attached to and surrounding one portion 


is approximately 1/12 cm.) in 
of the chorionic tissue is a glistening but injected 
membrane resembling peritoneum, on the external 
surface of which is a patch of organized blood clot 
% cm. across (Fig. 1). 

Microscopic examination confirmed this to be 
peritoneum and organized blood clot. Histological 
search failed to reveal evidence of ovarian tissue 
anywhere 

Biopsy of Ovary Ihe specimen consists of a 
triangular portion of tissue measuring 0.8 by 0.8 
by 0.2 inch (2 by 2 by 0.5 cm.). 
wrinkled and 


One surface is 
and streaked with 
yellow. The opposite surface is concave and is lined 
with yellow tissue, which is 0.1 cm. thick. The 
remainder is tough grey tissue. 


haemorrhagic 


Microscopic Examination. The sections show a 


curved strip of somewhat fibrotic 


ovary The 
convex border is covered with blood clot containing 
numerous spindle fibroblasts. The ovary and the 
clot are united by young collagenous tissue but 
they are occasionally separated by clefts and cystic 
spaces which have an incomplete lining of a single 
layer of cubvidal cells resembling the ‘‘ germinal 
epithelium "’ of the Along the line of 
junction of the clot and the ovary are also a number 
of rounded areas of large polymorphic cells with 
pale granular cytoplasm; these areas appear to be 


ovary. 


focc? of decidual reaction in the ‘‘ germinal epithe 


of the 

The concave border of the strip is formed by the 
wall of a lutein cyst. Parallel to part of the cyst 
wall is a double layer of deeply stained polygonal 


lium”’ ovary. 


95! 
cells resembling theca interna; each layer is from 
3 to 4 cells thick and they are separated by a few 
strands of collagen. 

No trophoblastic tissues could be found any- 
where. 


Interpretation of the pathological find- 
ings involved consideration of the 
possibility of primary ovarian pregnancy 
with secondary peritoneal implantation. It 
is well known that decidual reaction takes 
place in many organs and has often been 
observed in the ovary associated with 
uterine or tubal gestation, and its presénce 
is therefore no help in differential diagnosis. 
Nidation in the ovary takes place in two 
ways: 

1. The ovum fails to escape from the 
ovary, and the embryo is_ therefore 
surrounded or in close relation to the 
corpus luteum. 

2. Fertilization takes place after escape 
of the ovum which subsequently becomes 
implanted on the ovarian cortex. There is 
then no close relationship between the 
corpus luteum and the embryo. 

If either of these mechanisms had been 
operative in the case reported it is con- 
sidered that chorionic tissue would have 
been demonstrable in the ovary itself; but 
careful search failed to reveal any such 
tissue. 

There was ample evidence to support the 
contention that the embryo was still alive 
at the time of the laparotomy, viz. (1) the 
very recent onset of symptoms and signs 
of disturbance of the pregnancy, (2) the 
absence of vaginal bleeding, and possibly 
(3) the strongly positive Friedman 
reaction. This evidence combined with the 
normal state of the uterus and tubes, and 
the absence of chorionic tissue in the ovary, 
indicated that implantation took place 
primarily in the peritoneum. Pain in the 
rectum, sometimes associated with 
diarrhoea, is a symptom of disturbed 


| 
ar 
ia 
1 
we 
| 
3 
‘ 
3 
; 


952 


ectopic pregnancy to which it is worth 
drawing attention. It occurs frequently, 
has not been emphasized in the textbooks, 
and may mislead the unwary 


SUMMARY 


1. A brief the literature of 
primary abdominal pregnancy is described, 
and the criteria for the diagnosis are stated. 

2. A case is presented in which nidation 
took place on the back of the left broad 
the left uterosacral 


review oft 


ligament just above 


ligament 


The pathological specimen is 


described, and a photograph is presented 


My thanks are due to Miss K. M. Harding 
and the Medical Superintendent _ tor 


permission to publish this case, to 


JOU 
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Dr. Bratton for the pathological reports, 
and to Miss J. Montague for the photo- 
graph. 
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RUPTURE OF THE LOWER UTERINE SEGMENT DURING NORMAL 


LABOUR IN MULTIGRAVIDAE 


PHILIP Simons, M.B., F.R.C.S., M.R.C.O.G. 


Semor Obstetrical and Gynaecological Registrar, 
Walton Hospital, Liverpool 


‘It may, I think, be safely said that the 
occurrence of a case of rupture of the uterus 
in the hands of an obstetrician is, in the 
great majority of cases, a reproach to him 
and a slight on his art. But, on the other 
hand, cases arise from time to time in which 
uterine rupture occurs under apparently 
normal conditions, and develops without 
any premonitory sign whatever.”’ 

MILNE MURRAY (1902) 


THe DANGERS OF MULTIPARITY 


Rupture of the uterus must rank as one of 
the most serious complications in obstetric 
practice. All observers are agreed it is 
associated with a very high mortality and is 
overwhelmingly more common in the 
multigravida. Indeed the risks of child- 
bearing are greatly increased in high parity. 
After the 8th pregnancy, according to 
Munro Kerr (1933), the mortality equals or 
exceeds that in the primigravida. In the 
roth pregnancy, according to Solomons 
(1934) whe has described ‘‘ The Dangerous 
Multipara,’’ the mortality is 5 times that of 
all women in pregnancy. 

Many of the complications in such women 
are unexpected and are, therefore, the 
more dangerous. A baby slightly larger than 
usual, minor degrees of pelvic contraction, 
or the milder forms of hydrocephalus, un- 
noticed in the antenatal period, may cause 
serious obstruction in labour. Face or 
brow presentations may remain undetected 
until labour is advanced, and the lax 


F 


abdominal muscles may permit a transverse 
lie of the foetus whose correction is usually 
easy but whose recurrence may be difficult 
to prevent. Williams (1947) found that the 
main causes responsible for difficult or 
obstructed labour in multigravidae were a 
small pelvis and a large baby and he showed 
that the pelvic contraction was due toa mild 
form of osteomalacia. 

These are some of the factors which may 
lead to dystocia or necessitate major opera- 
tive interference. It is most important to 
appreciate that the multiparous uterus is ill 
adapted to withstand stress and strain. It 
responds to obstruction by strong contrac- 
tions and may rupture suddenly and with 
little provocation; indeed, normal uncom- 
plicated labour may suffice to effect this. 
The following 3 cases illustrate spontaneous 
rupture of the uterus occurring during the 
course of labour, uncomplicated by 
dystocia. All 3 women died, 2 from hae- 
morrhage and shock and the 3rd as a result 
of pelvic. peritonitis. 

Case1. Mrs. E. J., was 41 years old and 8-para. 
The average weight of the first 4 babies was 7 
pounds (3.17 kg.); the 5th and 6th each weighed 8 
pounds (3.62 kg.); the 7th, 10'; pounds (4.76 kg.) 
and the 8th, 9 pounds (4.08 kg.) 

All deliveries were spontaneous save the 7th, 
which was a difficult forceps delivery at home. The 
3rd stage was uncomplicated in each case and there 
was no history of miscarriages. She was first seen 
at the antenatal clinic at the 36th week of her 
present pregnancy and was admitted to hospital 
because of mitral stenosis group II (New York 
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Heart Association Classification The cardiac con 

dition was improved by rest, and labour began 


spontaneously one week after the expected date At 


the end of the first stage, which lasted 14 hours, the 
uterine contractions, previously normal in strength 
and frequency, became appreci ibly weaker. It was 
decided to perform a low forceps delivery under 
local 


whilst 


perineal infiltration analgesia However 


preparations were being made for this she 
showed evidence of shock, labour pains ce ied and 


shoulder 


external haemorrhage 


there was complaint of pain in the and 


abdomen There was nm 
The foetal he 
heard A few drops of heavily blood-stained 
trickled Apart 


examination 


art hitherts nembarrassed could not 
be 
from 


urine catheter 


Aiffuse 
essentially negative 
with the 


weighing 8 pounds 


through a 
ibd 

ind #t was decided to proceed 
A stillborn infant 


Kg.) 


tenderness minal was 
ipplication of forceps 
was easily 


the 


ounces (3.59 


delivered, and under open ether anaesthesia 
lower uterine segment was explored manually. A 
ervix on the right side extended to in 
the lateral 
The 


vault of the vagina anterior to the cervix was also 


tear of the 


volve the lower uterine segment, 


vaginal fornix and base of the broad ligament 


lacerated and the peritoneum of the utero-vesical 


pouch torn. The placenta, which was entirely im 


utero. was removed manually and an indwelling 
urethral catheter inserted. External bleeding was 
slight, but in view of the probability of consider 
ible intra-peritoneal haemorrhage it was decided 
to perform laparotomy A transfusion of whole 
blood w ommenced but, after ro ounces 284 ml ) 
had been given, acute pulmonary oedema de veloped 
und operation had to be postponed and finally 
ibandoned Her condition was very grave ind 
remained so for the next 48 hours, when it began 
to improve slowly She then developed signs of 
pels peritonitis and died despite chemotherapy on 
the roth postpartum day Permission for necropsy 
w } ld 

CAs! Mrs. M. K., 41 years old and 5-para, 
“ 1 1 ca und tl pre us obstetric 
history wa al The average weight of the 
bal " Is 1 n 3.46 kg.) und all 
we pont us deliveries There were no mis 

irriage liner ise was the placenta removed 


manually. The present pregnancy, save for a mild 
late pregnancy toxaemia, wa uneventful Ex 
4 
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ternal and internal pelvimetry gave normal 


measurements. Labour commenced spontaneously 
a few days after the expected date. On admission 
labour pains, which began 2 hours prev iously, were 
regularly established at 10 to 15 minute intervals 
rhe presentation was vertex, position left occipito 
transverse and the head engaged in the pelvis 
Rectal examination showed almost complete efface 
ment of the cervix, which was about 1 inch (2.5 
cm.) dilated and well applied to the head. Three 
hours later, at 5 p.m., the membranes ruptured 
spontaneously and the pains were recorde d as being 
Pethidine was 


frequent and strong 100 mg 


given intramuscularly. The uterine contractions, 
however, increased in severity, and were supple 
mented by strong contractions of the abdominal 
muscles. At6 p.m. a vaginal examination was per- 
formed; the cervix, especially the anterior lip, was 
thick and oedematous, and about 2 inches (5 cm.) 
dilated 
ar 

appreciable effect 


The patient was restless and morphine 
(16 mg.) was given hypodermically without 
At 8 p.m, the patient showed 
signs of shock-—she was pale, cold and perspiring, 
the pulse rapid and of poor volume, and the blood 
pressure 70/50 mm. Hg The uterine contractions 
were now much weaker and the foetal heart could 
not be heard. Unfortunately the significance of 
these findings was not appreciated by an inexper! 
enced house surgeon. By 10 p.m. her condition had 
markedly deteriorated. Uterine contractions had 
ceased entirely, shoulder pain was present, the 
abdomen was tender, foetal parts could be pal 
pated apart from the uterus and the head appeared 
to have risen out of the pelvis 

The diagnosis of complete rupture of the uterus 
doubt Blood 


Under cyclopropane and 


was now beyond transfusion was 


commenced at once 
oxygen anaesthesia laparotomy was performed 
At least 60 ounces (1,704 ml.) of fresh blood was 
in the peritoneal cavity. An extensive complete 
longitudinal rupture was present in the posterior 
wall of the lower uterine segment. It was about 
4'4 inches (11.25 cm.) in length and the adjacent 
uterine wall was extensively The 
cord for 
head, had escaped through this tear and were 


the The child, of 


traumatized 


placenta ind the whole of the foetus, save 


the 
lying in peritoneal cavity 
course, Was dead. 


Her condition was so grave that it was only pos 


sible to remove the foetus and secundae, to suture 
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RUPTURE OF THE LOWER UTERINE SEGMENT 


the rent and to close the abdomen. Death occurred 
The necropsy details gave no 
The baby weighed 


about an hour later. 
further relevant information. 
7 pounds 10 ounces (3.45 kg.). 


Case 3. Mrs. M. E. D., aged 40 and 6-para, was 
an emergency case, who had been delivered at 
home. She was admitted to hospital in the early 
hours of the morning. Her doctor, who with the 
midwife accompanied her, said she had had a post- 
partum haemorrhage. 

Details of the case were as follows; the first and 
second pregnancies had terminated in miscarriages 
at 20 and 16 weeks respectively; the third was a 
premature labour at about the 32nd week, the 
diagnosis being ‘‘ lateral placenta praevia.’’ The 
delivery had been spontaneous, the placenta ex 
pressed by fundal pressure, and the baby weighing 
4% pounds (1.94 kg.) survived. The fourth preg 
nancy went to term and resulted in spontaneous 
delivery at home of an 844 pounds (3.85 kg.) living 
baby. The fifth was a miscarriage at the 12th 
week. Curettage had not been performed on any 
occasion. Her last pregnancy in 1944 was quite 
normal and the baby weighed 6% pounds (2.94 
kg.). According to her doctor her present preg- 
nancy and labour had been normal. Labour pains 
had begun at 6 o’clock the previous evening. The 
midwife was summoned at 11.30 p.m. She found 
the patient walking about and having normal first 
At midnight she performed a 
vaginal examination. The cervix was 1'% inches 
(3-75 cm.) dilated, completely effaced, and the head 
engaged in the pelvis. At 1 a.m. the cervix was 
fully dilated and the membranes ruptured spon- 
taneously. A living female child weighing 7 pounds 
4 ounces (3.29 kg.) was delivered normally at 1.30 
a.m., the doctor giving a little chloroform during 
The placenta followed 

There was negligible 


stage contractions. 


the crowning of the head. 
normally 10 minutes later. 
blood loss, and the placenta on examination was 
found to be complete. Mother and baby seemed 
well and the doctor went home to bed. 

About half-hour later he was urgently summoned 
by the midwife who said that the patient was 
bleeding per vaginam and had collapsed. When 
he arrived at the house he found that she had lost 
about 30 ounces (852 ml.) and that she was indeed 
pale, cold and shocked. Abdominally the uterus 
felt soft and bulky, and he administered an ergot 
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preparation intramuscularly. The bleeding, how- 
ever, continued in a slow but steady trickle, and 
he had the patient brought into hospital as quickly 
as possible. 

When first seen about 3 a.m. she showed the 
typical signs of severe shock and blood loss and her 
condition was grave. The fundus uteri was about 
1 inch (2.5 cm.) above the umbilicus and the uterus 
felt hard and well retracted. She was not then 
bleeding per vaginam. A vaginal examination was 
not performed; resuscitative measures were urgent 
and in any case her desperate condition did not 
permit it. She was given oxygen, morphia and 
coramine. A transfusion of Rh negative group 
4(0) whole blood under pressure was given into the 
internal saphenous vein and, pending the arrival 
of fresh supplies of blood, a plasma infusion, also 
under pressure, was put up in the other leg. Both 
drips ran satisfactorily but she died about 45 
minutes later. 

Necropsy report. The uterus measured 9 inches 
(22.5 cm.) from top of fundus to external os, the 
lower segment occupying about one quarter of the 
total length. The upper segment was 2 inches (5 
cm.) in thickness, and was sharply demarcated from 
the lower, which was extremely thin. On the left 
side a tear of the cervix extended for about 1% 
inches (3.75 cm.) into the lower uterine segment 
and a similar but smaller laceration was present on 
the opposite side. A large haematoma was found 
between the leaves of the left broad ligament. 

The heart showed small subendocardial haemor- 
rhages on the left side of the intraventricular 
septum about 1 inch (2.5 cm.) below the aortic 
According to Sheehan (1940) haemor- 
rhages in this particular site are present in the great 
majority of deaths from shock in obstetrics. 
Scattered petechial haemorrhages were found in the 
There was no dilatation of 


cusps. 


retroperitoneal tissues. 
the stomach and the anterior pituitary gland 
showed no evidence of anaemic infarction. Internal 
pelvimetry gave normal measurements. 


THe PATHOGENESIS OF LOWER UTERINE 
SEGMENT RUPTURE IN THE MULTIGRAVIDA 


In the majority of cases there is good and 
sufficient reason for uterine rupture during 
labour. But how may those cases which 
occur without apparent cause during the 
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normal 


these cases 


course of labour be explained ¢ 
Fortunately not common, 
but they are specifically mentioned in most 
modern textbooks and published papers. 
Fahmy (quoted by Munro Kerr and Chas 
sar Moir, 1949) gives the following particu 
lars for the Simpson Memorial Maternity 
Unit of the Royal Infirmary, Edinburgh: 
In the years 1940-1945 there were I2 cases 
of rupture of the uterus dealt with The 
rupture of a classical 
in 6 it was due to a 


cause ln , Was 
( aesarean section scat 
complicated and difhentt labour; but in no 
less than 3 cases it oct urred in the course 
of an apparently 
who were para-14, para-7 
interesting commentary on the dangerous 
multipara 
Gordon and Rosenthal (1949) studied 64 
deaths from rupture of the uterus; 37 were 
the result of trauma and 27 spontaneous. 
In this latter group 8 cases were described 
as ‘grand multipara.’’ The authors con 
sider cervical scarring an important factor 
in the aetiology of rupture in these cases. 
The scars may be due to a forme! dilatation 
and curettage or be the result of lacerations 
in previous labours. Such cervices do not 
readily vield in labour, and the baby may 
be driven through the incompletely dilated 
cervix with consequent rupture extending 
into the lower uterine segment. Delfs and 
Eastman (1945) stress the importance of ag 
ind parity, which bring with them certain 
changes in the ut jusculature pre dis 
to rupture, and constituting the 
most important cause of spontaneous non- 


mooth labour in women 
ind para-O; an 


rine 


posing 


Caesarean section scar rupture. In a series 
Ot I7 ¢ the average age was 30 > and 
tl erage rity 6.4. Nota single prim 
la suffered spontaneous rupture of the 
uteru In 7 cases the pelvis was con 
tracted | presentations were 
pre t in 2. in 4 the diagnosis was made 
postmortem, and in I case, a 34-year- ld 


5 wh terus ruptured through the 


pat 
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fundus at term, there was nothing in the past 
or present history to explain the accident. 

Predisposing causes suggested by Green- 
hill (1947) are those conditions which 
weaken the uterine wall, including degen- 
eration of the muscle, scars from previous 
rupture or from puerperal septic processes, 
previous curettage and placenta pt 1evia 
especially if there has been morbid adhesion 
or growth of the pla enta into the uterine 
musculature 

According to Munro Kerr and Chassar 
Moir (1949) an increase of fibrous tissue in 
the uterus after each pregnancy takes place 
normally, and so after many pregnancies 
(say 6 or more) there is a higher chance otf 
rupture. Mahfouz (1932) suggested that 
individual variation in the elasticity of 
tissue may be a factor in uterine rupture. In 
18 ruptured uteri submitted to histological 
examination no essential degeneration was 
dist overed. 

A very thin lower uterine segment is not 
uncommonly found at Caesarean section in 
the multigravida. Indeed, it may be of 
tissue paper thinness, sometimes with small 
haemorrhages under the loose peritoneal 
covering, in cases where section is being 
performed for foetal distress in otherwise 
uncomplicated labour. It seems reason- 
able to assume that some cases of partial 
rupture pass unret ognized, or the cause of 
death is recorded as obstetric shock or post- 
partum haemorrhage. Bandl, quoted by 
Munro Kerr and Chassar Moir (1949), 
suggested that a lower segment, which at 
1 previous labour over 
stretched, might easily in 
labour reach this dangerous condition. 

It would appear, therefore, that the lowe 
segment of the parous uterus ruptures 
because its wall is weakened as a result of 
previous labours or because the baby is 
driven through a scarred unyielding cervix 
Another, and probably more impertant 
cause, is the type of uterine action found in 
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the multigravida. Contractions are fre- 
quent and strong in the presence of obstruc- 
tion, or in apparently uncomplicated 
labour. 

The result is pronounced thickening and 
retraction of the upper segment and rapid 
thinning of the lower. In the primigravida, 
on the other hand, there is little tendency to 
rupture. According to Jeffcoate (1950) the 
primigravid uterus nearly always reacts to 
obstruction by hypertonus and diminishing 
activity. This type of response may occur 
early so that the lower segment never 
becomes thinned, or it may supervene later 
when the upper segment is strongly re- 
tracted. 

The pathogenesis of uterine rupture may 
now be considered in the 3 patients 
described. 

In Case 1, a complete rupture of the 
lower segment involved the bladder and 
was associated with a cervical tear and 
laceration of the vaginal vault. Such 
severe trauma might be expected to follow, 
for example, misguided attempts to deliver 
with forceps, or breech extraction through a 
partially dilated cervix, or internal version 
in cases of placenta praevia when the 
vascular lower segment may tear like wet 
blotting paper. But it is not easy to explain 
its occurrence in an uncomplicated labour. 
Possibly the sequence of events was as 
follows: the 7th baby, delivered at home, 
weighed 104 pounds (4.76 kg.) and was 
1} pounds (680 g.) heavier than the 8th, a 
spontaneous delivery in hospital. Details 
of the labour at home were not forthcoming, 
except that a difficult forceps extraction was 
performed, and although the baby’s weight 
may have been slightly exaggerated by the 
patient, the type of delivery was unques- 
tionable. It may weil be that there was a 
deep tear of the cervix with incomplete 
rupture of the lower uterine segment, which 
healed by scar tissue and which subse- 
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quently gave way at the gth delivery. An 
unrecognized rupture of this scar may have 
taken place in the immediately succeeding 
labour in hospital, or the original injury 
may have occurred in this labour, but from 
the available evidence these possibilities 
seem unlikely. The scar of a previous 
Caesarean section may rupture only after 
one or more subsequent pregnancies, and 
the scar tissue of a tear in the lower segment 
and cervix may behave similarly. The 
resultant rupture may well be more serious 
and extensive than the original. 

In Case 2 the signs of rupture of the 
uterus first appeared about 8 hours after the 
onset of labour and were preceded by 
strong uterine contractions. The result was 
the production of a dangerous thinning of 
the lower segment, which soon went on to 
rupture. The type and site of rupture, com- 
plete and involving the posterior wall of the 
lower uterine segment, were unusual. In 
the series of Delfs and Eastman (1945), the 
lower segment ruptures began without 
exception in one or other side of the uterus, 
and thus initially, at all events, were incom- 
plete. An accident of this sort might be 
expected in a woman with a pendulous 
abdomen with over-stretching of the 
posterior wall of the lower segment, or as a 
result of necrosis of the uterine wall com- 
pressed between the foetal head and sacral 
promontory during prolonged labour. 

In Case 3 tears of the cervix were associ- 
ated with incomplete rupture of the lower 
segment on each side. According to the 
history dilatation of the cervix was rapid, 
and it may have been torn as a result, the 
laceration extending into the lower uterine 
segment during expulsion of the foetus. 
Alternatively, the presence of cervical 
scarring, as suggested by Gordon and 
Rosenthal (1949), may have resulted in the 
baby being driven through the unyielding 
cervix, Possibly the presence of placenta 
praevia in the first pregnancy may have 
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been a factor in the production of these 


DIFFICULTIES IN DIAGNOSIS 


In the period 1939 to 1949 In lusive there 
were 15 cases of rupture of the uterus within 
the practice of Walton Hospital in a total 
of 33,492 deliveries, an incidence of I in 
2,233. In addition there were 3 cases whose 
deaths were recorded as ‘‘ shock,’ who 
may have suffered this accident, but in 
whom necropsy was not performed. In 3 
cases rupture was due to a _ previous 
Caesarean section, 1 to failure to deliver 
with force ps, O were the result of obstructed 
labour, 4 occurred during the course of 
normal labour in multigravidac and I 
followed previous high amputation of the 
cervix. This series is not intended as an 
analysis of the several causes of uterine 
rupture—it is too small to be significant. 
However, it may serve to emphasize the 
importance of the ‘normal labour 
group. The diagnosis in 4 instances was not 
made until necropsy 

Che difficulties in diagnosis are particu- 
larly well illustrated by Case 3 This 
patient, admitted as a case ol postpartum 
hae morrh ive, h id had a loss ot 40 Ounces 
(85 ml.) before admission. It was thought 
that this amount of bleeding, albeit the loss 
was rapid, was not sufficient to account for 
the signs of severe haemorrhage and shock 
shown by this woman, and she died after 
most of the deficiency was made good. The 
suspicion that this may have been a case of 
rupture of the uterus was not supported by 
her doctor's description of the normal 
character of the labour, and his assertion, 
when asked, that there had been no sign of 
intrapartum collapse, no complaint of 
abdominal pain and no external bleeding 
before or during delivery. It was con- 
cluded. therefore, that the haemorrhage 
had been more serious than was thought, 
and was the probable cause of death. 
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Sheehan (1948), in 147 obstetric necrop- 
sies performed on patients who had died 
from shock, found that the uterus had 
ruptured in 20 cases. In the majority 
rupture was not diagnosed until postmortem 
examination. 

Thus the diagnosis of rupture of the 
uterus may be far from easy. The case in 
which the typical symptoms and signs occur 
will probably not be overlooked, But it is 
the unexpected rupture, or the rupture in 
which the signs are equivocal, which may 
not be recognized until too late. Neverthe- 
less, early diagnosis and immediate 
laparotomy are essential if the high mor- 
tality is to be reduced. Delfs and Eastman 
(1948) give the following table of signs and 
symptoms im 17 {non- 
Caesarean) ruptures of the uterus: 

Bleeding 15, pain 13, abdominal tender- 
ness 13, cessation of labour 10, shock q, 
pallor 8, rise ot head 6, svi ope o, blood in 
urine (positive in every case in which urine 
was examined) 4, distension 2. 

On examining the case records of patients 
who suffered rupture of the uterus as a 
result of normal or obstructed labour in the 
practice of Walton Hospital, 2 separate 
categories seem to present themselves. 

(1) Cases which show the 
symptoms and signs and are diagnosed at 
once. The mortality in these patients is 
comparatively low, 

(2) Cases in which the signs are less 
definite, the diagnosis delayed or missed, 
and who, almost without exception, died. 
In this last group, of which Case 2 is a 
typical example, the earliest sign of uterine 
rupture appeared to be the gradual develop- 
ment of shock. There was also an associ- 
ated alteration in uterine action. Contrac- 
tions, previously strong, became gradually 
weaker, These signs preceded more 
obvious evidence of uterine rupture for as 
long as 2or 3 hours. It is failure to appre- 
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rupture that in many cases is responsible 
for the appalling mortality. In the majority 
of cases subtotal hysterectomy is the only 
effective means of treatment at our disposal. 
Operation should not be delayed. Blood 
transfusion is valuable if there has been an 
associated large haemorrhage, but there 
should be no temporizing in the hope that 
the general condition will improve. In 
uncomplicated shock, or in shocks plus 
little bleeding, it is without effect (Sheehan 
1948). 

It is suggested that routine exploration 
of the lower uterine segment under general 
anaesthesia should be performed in every 
case of shock in which the diagnosis is 
in doubt or which does not immediately 
respond to transfusion. Had this been 
done at the time of the initial signs of 
rupture in Case 2, the woman might have 
been saved. This may be the only way to 
diagnose rupture or acute inversion of the 
uterus. 

Finally, in cases of suspected rupture of 
the lower uterine segment (Case 1 for 
example) the presence of gross blood in the 
urine from tearing of the bladder wall may 
provide valuable confirmatory evidence. 
In Delfs and Eastman’s series gross 
haematuria was present in all 4 cases of 
spontaneous rupture in which the urine was 
tested for blood. 


Is PREVENTION POSSIBLE ? 

There is little doubt that a greater recog- 
nition of the hazards of multiparity, in 
particular the appreciation of the import- 
ance of minor degrees of cephalo-pelvic 
disproportion and strict supervision during 
labour even when all appears to be going 
well will help materially to prevent this 
disaster. 


SUMMARY AND CONCLUSIONS 


1. The dangers of high multiparity are 
briefly noted. Rupture of the lower uterine 
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segment may complicate normal labour in 
these cases. Three examples are described. 

2. The pathogenesis of this form of 
uterine rupture is discussed, and the parts 
played by uterine action, parity and scar- 
ring of the cervix in its production, empha- 
sized. 

3. The difficulties frequently encountered 
in diagnosis are noted and illustrated by 
reference to particular cases. 

4. The importance of exploration of the 
lower uterine segment in any case of shock 
in which the diagnosis is in doubt, or which 
does not respond immediately to transfu- 
sion, is stressed. 

5. Strict supervision of the high multi- 
para in the antenatal period and during 
labour is of the greatest importance if the 
heavy mortality is to be reduced. 


i wish particularly to thank Professor 
lr. N. A. Jeffeoate, for his advice in the 
preparation of this paper. 
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IN a previous paper (1950) we have des 
cribed the technical details of certain 

clearance tests of the glomerular and 
ictivity of the kidneys, and have 
discussed the results obtained by applying 
these tests 


ng fror 


tubular 


to a group of 20 patients sufter- 
pregnancy 

L hv ition has been repeated on I! 
of the original patients after delivery. The 
ire here reported and their interpre- 


toxaemia of late 


Investig 


result 
tation discussed 


CLINICAL MATERIAI 


Details of the 
Investiyation 


20 cases originally sub 
already 


The main 


jected to have been 
recorded in our previous paper 
details are repeated in Table | together 
with the duration (in days) of the interval 
between delivery and the repeated test 
For ease of cross-reference the original 
The o cases 


numbers have been retained 


not subj cted to further inve stigation have 


beet omitted sole ly for personal or 
domestic reasons, such as unwillingness to 
undergo the test, or inability to attend the 


The original group has 


follow-up clink 
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been subjected to no torm of clinical selec- 
hon. 


Climcal Method and Calculation of Results. 
Che methods and calculations employed 
are those dese ribed in our prev ious paper. 


RESULTS 


In lable II the results obtained from 
1 normal and 11 “‘ toxaemic ’’ patients are 
presented; the results of the tests before 
delivery (A) and after delivery (P) are 
given in adjacent columns. 


Plasma Protein Concentration and Haema- 
tocnt Value. 

(n increase in plasma protein concentra- 
tion Was demonstrated in the toxaemi 
cases and in the normal case, although in 
the toxaemic cases the mean value (6.609 g. 
per roo ml.) was still below that of normal 
control (7.29 g. per roo ml.). There was 
very little change in the haematocrit value 
in both the normal and toxaemic cases. 


Renal Blood Flow 


In the normal subject there was, after 
delivery, a reduction in renal blood flow 
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I. 
Blood-pressure 
At Delivery 
Maximum post-natal Method of test interval 
No Index number Age  Gravida clinic delivery (Days) Remarks 


Normal 
3 ; 130/70 Normal Post-partum 


Toxaemic 


from 1,140 ml. per minute during preg- 
nancy to 870 ml. per minute in the puer- 
perium, i.e., a shift from the upper to the 
lower limits of the range for normal non- 
pregnant subjects. 

With 2 exceptions (No. 6 and 20) all the 
toxaemic cases show a rise in blood flow in 
the puerperium, the average increase being 
about 7 per cent. The postpartum values 
are nevertheless significantly below the 
non-pregnant normal ’’ values. 


Glomerular Filtration Rate, Renal Plasma 
Flow, and Filtration Fraction. 

From Table II it will be seen that the 
single normal case studied showed the ex- 
pected reduction in glomerular filtration 
rate and renal plasma flow without the 
occurrence of any change in the filtration 
fraction. 

With the exception of cases No. 6, 14, 
and 20, all the toxaemic subjects showed an 
improved glomerular filtration rate and 
renal plasma flow, the mean values for both 
functions postpartum being only slightly 


haemorrhage 


Normal Pre-eclampsia 
Normal 7 Pre-eclampsia 
Normal 37 Pre-eclampsia 
L.S.C.S. Pre-eclampsia 
Normal Pre-eclampsia 
Normal Pre-eclampsia 
Normal 7 Pre-eclampsia 
Normal Accidental 
haemorrhage 
Normal! 1 Pre-eclampsia 
Normal Pre-eclampsia 
Normal! 2 Pre-eclampsia 
Post-partum 
haemorrhage 


lower than the values for non-pregnant 
subjects. 

The filtration fraction was increased in 
6 and reduced in 5 of the rr toxaemic cases. 


Arteriolar Resistances. 


Of the 11. toxaemic cases, 2 (No. 6 and 14) 
show an increase in afferent arteriolar 
resistance; the remaining g cases show a 
diminished resistance, the fall being of the 
order of 50 per cent. 

Three of the toxaemic cases (No. 12, 
14, and 17) show a marked rise in efferent 
resistance, while the remaining 8 cases show 
either no change or a slight fall. There is 
no significant change in the mean value. 

The ratio R.A./R.E. showed a fall of 
30 percent. In only 1 case (No. 6) does the 
ratio rise. This reduction in the ratio 
could be brought about by either of 2 
mechanisms; by an absolute fall in the 
value of afferent resistance or by a com- 
pensatory increase in the efferent tone. 
Inspection of the data available in this 
series shows that it is in fact an absolute fall 
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Tasce 
TOXAEMIC SUBJECTS 


FF. 
per cent 
A P 

19.5 24.0 
21.0 25.0 
23.4 12.0 
19.6 18.7 
‘7-4 23.7 
24.0 
19.1 24.1 
20.0 
25.3 21.5 


20.0 


Before delivery 


R.B.F 
mil. /min 
A P 
580 750 
Oo 140 
$40 
54) 612 
47° 923 
1144 743 
446 5260 
§60 25 
Soo 1040 
1247 940 
Oras 742 
tito 5870 


After delivery 


R.R 

mm.Hyg 

i min 
\ 
10.5 10.6 
9.15 
45.0 
16.0 
10.0 9.4 
13. 5.8 
5.45 9.4 
16.0 12.0 
13.0 2 
7-4 9.0 
5-35 0.0 
10.6 12.1 

5.0 


R.A 


mm .Hg 

i min 

\ 
75 24 
O45 4, 
50 140 
140 23 
54 
138 27 
50 
Ye O2 
row 32 
47 22 
40 34 
77 40 


RE 
mmHg 
1 min 
\ P 
26 21.0 
24 15.5 
24 26.0 
38 39.0 
36.0 
+4 20.0 
12.4 25.0 
44.5 34.0 
35.0 26.0 
11.0 22.0 
12.2 14.3 
24.5 25.7 
10.0 13.8 


PG 
mmHg 


48.0 


50.6 


42 0 


B.P. at test 
mm.Hg mm.Hg 
A P 
135/85 100/70 
150, 100 140/05 
145/90 150/ 100 
150/100 100/65 
140/90 120,95 
160/100 115/75 
140 140; 100 
120/70 140/50 
155 100 125/70 
120,90 120/85 
140/95 120/80 
140; 100 145 So 
120/70 115/80 
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2.3 5.0 53.0 3.0 
3-4 0.6 47:0 52.0 | 
9.0 1.3 49.6 55.0 
1.0 1.4 $4.0 50.0 
134 4.2 2.6 51.6 
ay 
2.060 1.03 44.0 57.0 
26 23.7. 22.5 3.34 1.0 52.0 60.0 
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in the afferent resistance which has led to 


the change of ratio 


Renal Resistance. 
In only 1 case (No. 6) ts there any signi- 
ficant hange in renal resistance. The other 
10 cases show minor variations, the whole 
group showing a mean rise of about 20 per 
[his rise is due almost entirely to the 
very great increase shown by case No. 6 


cent 


Glomerular Pressure, 

Ihe toxaemic cases show an increased 
glomerular pressure after delivery: this 
increase is of only a minor degree and Is a 
reflection of the relative shift of arteriolar 
resistance towards the efferent vessel The 
normal subject shows a fall of about 12 pet 


Urea Excretion 

There is, on the no change in 
the plasma urea level, though individual 
cases show variations in both directions of 
as much as 100 per cent (cases No. 2 and 
14). The average value for urea clearance 


average, 


rises: 5 cases show a rise, 5 show no 
change, and 1 case shows a fall. 

| he ratio urea ke G.F ext eeds 
inity in 3 cases (No. 6,15 and 20). These 
are the cases which show a marked fall in 
filtration fraction, and confirm the obser- 
vation made in our previous paper that a 
fall in filtration fraction may lead to the 


manifestation of urea secretion. 
SUMMARY OF RENAL FINDINGS 
Vormal Subject. 

1. The rate of renal plasma flow was 
reduced from the upper to the lower limit of 
the range for non-pregnant subjects and 
the glomerular filtration rate similarly fell 


There was no change in the filtration 
traction 
2. The dynamic relations in __ the 


glomerulus in the puerperium show 
minimal disturbance when compared both 
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with normal non-pregnant and normal 


pregnant patients. 


Toxaemic Subjects. 

1. During pregnancy both renal plasma 
flow and glomerular filtration rate were 
reduced. Atter delivery both these func- 
tions increased almost to the normal non- 
pregnant level. 

2. The chief glomerular vascular change 
after delivery is a fall in afferent arteriolar 
resistance, without significant change in the 
efferent resistance, resulting in a slight 
increase in glomerular pressure. 


DISCUSSION 


[he results obtained trom the single 
normal subject confirmed the findings ot 
earlier workers that, after delivery, both the 
rate of glomerular filtration and renal 
plasma flow return from the super-normal 
values seen in pregnancy to values in the 
normal range. There is no significant 
alteration in the glomerular haemodynamic 
equilibrium after delivery. 

The toxaemic patients, after delivery, 
show a marked alteration in both the gross 
values for plasma flow and filtration and 
in the balance of glomerular arteriolar re- 
sistances. The ratio of afferent to efferent 
arteriolar resistance, which is elevated in 
pregnancy to a value of about 3 times 
normal, returns towards the normal valu 
after delivery. The return however is not 
complete, the values remaining on the 
average about 75 per cent above normal, 
thatis to say there is, at the time of examina- 
tion, some residual afferent arteriolar 
One case (No. 17), however, 
complete return of the ratio 
to normal whilst a further case (No. 10) 
shows a relative reversal of arteriolar resis- 
tances, the ratio falling from 3 times normal 
to about half the normal value. Although 
there is some slight increase in efferent tone 
this reversal is brought about almost 
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entirely by the profound fall in afferent 
arteriolar resistance, 

The alteration of glomerular dynamics 
seen after delivery may be teleologically 
explained as an attempt to maintain the rate 
of glomerular filtration in the face of the 
fall in blood-pressure. It will be seen that 
the filtration fraction remains unchanged by 
virtue of the opposite alterations of these 
2 functions. 

It must be borne in mind in any con- 
sideration of the absolute values of plasma 
flow and filtration rate that we are using as 
our normal background data obtained on 
an independent series of non-pregnant 
subjects and it is possible that we are 
interpreting a naturally small renal 
functional size as a residual reduction in 
function. However, this objection cannot 
apply to the haemodynamic calculations; 
these values, therefore, retain their full 
significance. 


(CONCLUSION 


Normal pregnancy produces no signi- 
ficant circulatory change in the kidney, and 
after delivery the haemodynamic state re- 
mains within normal limits. 

Pregnancy complicated by ‘‘ toxaemia 


of late pregnancy ”’ is characterized by a 


marked rise in the resistance of the afferent 
glomerular arteriole, with resultant reduc- 
tion in renal plasma flow and glomerular 
filtration rate. 

After delivery there is a marked fall in 
the afferent arteriolar resistance, though 
even after a considerable interval the return 
to normal is not complete. As a result of 
the fall in the resistance of the afferent 
arteriole, renal plasma flow and glomeru- 
lar filtration rate returned almost to the 
normal non-pregnant level. 

From these results it may be concluded 
that the intrarenal circulatory changes 
demonstrated in the toxaemic cases are 
reversible, and that the reversion to nor- 
mal is demonstrable within a short time 
of delivery, though complete restoration of 
the normal may be indefinitely delayed. 
These findings accord well with the clinical 
experience that the circulatory disturbances 
of ‘‘ toxaemia of late pregnancy "’ show an 
almost immediate improvement after the 
termination of pregnancy, though residual 
circulatory disturbances may persist for 
many months. 
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GANGRENE AND SEQUESTRECTOMY OF UTERUS FOLLOWING 
LOWER SEGMENT CAESAREAN SECTION FOR 
OBSTRUCTED LABOUR 
With a Review of the Literature 


BY 


W. R. Werpry, M.B., F.R.C.S. 
Consultant Orthopaedic Surgeon 
Acting Director of Obstetric Services 
AND 
P. Y. M.D.(Peita) 
issistant Medical Officer in charge of Obstetric Services 
Kaidan Mimng Admimstration Medical Service, Tongshan, Hopei, N. China 


GANGRENE of the uterus in the absence of 
gas gangrene is so rare a condition that we the fundus still high but forward. The foetus lay 


she was found to have marked hydramnios, with 


| are prompted to record the following case in the left occipito-anterior position but its head 

j could not be engaged. The foetal heart was heard 

Case Hisrory She had no albuminuria and het blood-pressure 

: Mrs. W. C. S., a Chinese housewife, attended remained at 120/75 Hydrocephalus was con 

; the antenatal clinic on 13th August, 1948, for the sidered as a possibility but shortage of X-ray 

: ; first time and was found to be in the last month of materials pre luded radiological confirmation 
: her pregnancy She was a primigravida, aged She was admitted t hospital 

» 20, in good health, a full physical examination Labour Histor) Ke-examination in hospital 

5 revealmy nothing abnormal. The fundus was at the confirmed the outpatient findings: and next dav, 

; yo-weeks level, the foetus presenting by the vertex ist October, a medical induction by castor oil and 

p in the mght occipito-anterior position, the head in enema started labour The first stage pro 

S not yet being engaged The foetal heart was heard ceeded normally with strong uterine contractions 

: ind foetal movements were felt Her measure but, although the cervix thinned out, the os did 

> ments were interspimous, 9 inches (23 cm inter not dilate In the temporary absence of Mr 

S cristal, ro inches (25 cm.); external conjugate, 8.6 Welply, a senior Chinese surgeon was consulted 

inches (22 cm interischial, 4.5 inches (9 cm ind = =oprescnbed sedatives, allowing labour to 

Her blood-pressure was 120/75 and a routine blood continur rhirty-six hours after the start of 

examination revealed no anaemia or other abnor labour (3rd October) the membranes ruptured but 

mality, the Kahn and Kline tests being negative the pains were weakening and, on examination, the 

Her urine was clear a Chinese surgeon found there had been no progress, 


As she complained of some diarrhoea we referred the head still lying above the brim, and the cervix 


her to the medical service where stool examination by rectal examination, being undilated The 

howed no pathogenic organisms but some ascaris foetal heart was still heard beating strongly. He¢ 

ova Her ymptoms cle ired up rapidly with suit d cided to perform Caesarean section 

ible treatment Operation. In view of the high position of th: 
Although asked to report weekly, she did not head he made an abdomina! incision extending ir 


attend hospital again until yoth September wher the midline from 1 inch (3.c¢m.) above the umbilicus 
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to a point 2 inches (5 cm.) above the symphysis 
pubis, but continued the operation as a lower seg- 
ment Caesarean section, delivering a live hydro- 
cephalic infant weighing 1o pounds 11 ounces. 

One of us (P.Y.C.), who was assisting at the 
operation, noted that the lower segment was much 
paler than usual where it was stretched over the 
enlarged head and that there was relatively no 
bleeding during the operation. Moreover in ex- 
tracting the head, using an obstetric forceps blade 
and a scalp forceps, the uterine wound proved too 
smal! and was torn laterally, yet still did not bleed 
freely. Although 10 units of pituitrin were given 
into the uterine muscle it did not contract well, the 
fundus remaining just above the umbilicus. The 
wound was sutured in 3 layers and the abdomen 
closed without drainage. 

Postoperative Treatment. 
very shocked, her blood-pressure being 92/70. Full 
instituted, including 


The patient appeared 


anti-shock measures were 
intravenous glucose saline therapy and 600 ml. 
Her temperature after 


yulse 140 per minute and 
4 


blood by transfusion 
operation was 39°C., 
respirations 26 per minute. 

Puerperal History. The following day, 4th 
October, the patient’s condition was poor with 
maximum temperature 40.4°C., her pulse varying 
Her abdomen 

The fundus 


between 120 and 164 per minute. 
was moderately distended but soft. 
was still palpable just above the umbilicus but was 
not tender 


Duodenal and rectal tubes were passed and 


duodenal suction was instituted. units 


sodium penicillin were given intramuscularly every 


30,000 
3 hours and 7 g. of sulphadiazine every 4 hours by 
mouth, after an initial dose of 2 g 

The second postoperative day, 5th October, her 
temperature had fallen slightly to 39°C., her pulse 
was 140, and the distension had increased, but there 
was no abdominal tenderness. She was sleeping 
well. One ml. pituitrin was given and a turpentine 
enema, with a satisfactory flatus result, following 
which she was more comfortable, her pulse rate 
falling to 116. Her blood-pressure had returned to 
For the next 5 days her temperature 
remained constantly between 38.2°C. and 39°C., 
her pulse rate varying between 106 and 132. She 
remained softly distended but had a daily normal 
bowel movement. She had become paler and had no 


120/80. 


complaints except for some vague lower abdominal 


go5 
discomfort which might have been due to the 
abdominal wound. 

The lochia was brown in colour and, in view of 
the continuing pyrexia, a cervical smear was made 
which cultured a profuse pure growth of Bacterium 
coli, a catheter specimen of urine also being sent 
for investigation and proving negative. A total 
white cell count showed 19,000 per ml. 

The infant died on this day. 

The penicillin was continued but sulfamezathine 
was given instead of sulfadiazine. 

By 19th October her daily temperature was 
swinging between 37°C. and 38.7°C., her pulse 
between 80 and 116, and she had developed left 
sided lower abdominal pain. Examination showed 
moderate abdominal distension with a fixed tender 
indurated mass arising out of the pelvis into the 


Her abdominal wound was soundly 
She continued to have 
Her lochia had 


become frankly purulent and slightly offensive, and 


left iliac fossa. 
healed and not tender. 


a normal daily bowel movement. 


examination of her cervix revealed a flow of pus 
trickling down its left side. 

Penicillin was stopped, postural drainage insti- 
tuted and electric hot pads applied to her lower 
abdomen 

She improved a little for the next 3 days but on 
the evening of October 21st she complained of 
increased lower abdominal pain and her tempera- 
ture rose to 39.6°C., her pulse remaining at 100 
On examination, her abdominal mass had increased 
in size and filled the left iliac fossa, extending 
slightly to the right of the Caesarean wound where 
its outline simulated a puerperal uterus that had 
not involuted. A diagnosis of a left sided para- 
metrial abscess was made but permission to explore 
could not be obtained, so that symptomatic treat- 
ment had to be continued. 

The next evening, 22nd October, the roth day 
after Caesarean section operation, the nurse re- 
ported that a piece of fleshy tissue had protruded 
from her vagina following micturition. 

On examination a sausage shaped piece of dusky- 
red tissue, covered in pus, was seen protruding for 
2 inches (5 cm.) from the vaginal introitus. Super- 
ficially it simulated a coil of partly strangulated 
small intestine, exhibiting haemolytic staining, but 
palpation revealed it to be solid in nature and 
attached to a broad flat piece of tissue which could 
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pass through the patent cervix There 


was a protuse foul vaginal discharge 
still 
normal and her abdominal mass was unchanged, 


but les 


Her bowel movements and micturition were 


tender. Her temperature was 39.7°C. and 
her pulse 10 
Phe di 


fi omentum due to non-union of the lower segment 


result of B 


gnosis tentatively suggested was prolapse 


wound as the col infection 


The mass was wrapped in gentian violet gauz 
and returned to the vagina while permission for 
operation was again sought, but this was not 
obtained until next morning 

Second Operation On 23rd October, Mr 
Welply, assisted by Dr. P. Y. Chen, made a vaginal 
examination under spinal anaesthesia A piece 
of omentum still seemed to be the only possible 


for the 
thon 


left 


diagnos vaginal ma Jimanual examma 


trated a large fluctuant mass filling the 
fossa and felt through the left fornix with 


wome induration in the nght fornix The outline 


of the uterus could not be palpated definitely, the 


cervix, however, being soft but firmly fixed 


Pressure on the abdominal mass produced a pint 


of brownish-yellow, rather watery pus, with a foul 


faecal flavour flowing from the cervical os. There 


Was to va 


Laparotomy was then performed through a 


inch {5 em.) incision extending from the lower 
limit of the Caesarean scar to the symphysis pubis 
The abscess cavity was opened and appe ired to be 
well w illed off ind lex lized \ track could be 
followed leading through the patent cervix from 
above, the prolapsed mass being continuous with a 
large piece of firm mobile tissue occupying much 
of the abeace ivity The detailed anatomy and 
pathology could not be recognized owing to the 
mall imcpen the chronicity of the abscess and 
the eral surrounding induration 

By gentle traction with a finger, hooked around 
the mass where itt passed through the cervix, it was 
withdrawn both from the cervix and through the 
ibd wound, where inspection of its ‘’ stalk ' 
showed it to be dead tissue of unknown origin. By 
steady traction it was withdrawn further through 
the abdor il wound and a finger inserted to deter 
mine it rigin easily separated a narrow strand 
of tissue connecting it to the upper limit of the 
absce cavity illowing the whole mass to be with 


drawn and removed. There was no bleeding 
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Macroscopic examination at this stage, to our 
surprise, indicated it to be a sequestrum of the 
whole uterus measuring 8.8 by 7 by 5 inches (22.5 
by 17.5 by 12.5 cm.) with two deficiencies in its 
walls (see Figs. 1, 2, and 3). 

A small portion of the tissue was sent for micro 
scopic examination and confirmed that it was, in 
fact, dead uterine muscle, Dr. W. W. Woods, who 
subsequently examined the sections, pointmng out 
that the muscle showed no evidence of the presence 
ol gas gangrene 

Examination of the abscess cavity did not show 
anything further except that the whole ring of 
the cervix could be seen from above confirming 
that the mass removed was in all probability the 
supracervical puerperal non-involuted dead uterus. 

The 


gauze and the cavity packed lightly to encourage 


wound edges were dressed with paraffin 
granulation and so close the cervix, as well as pro- 
viding excellent drainage 

Her pyrexia now became quite irregular to a 
maximum of 38.8°C., her pulse varying between 80 
Her general condition con 


ind 120 per minute 


tinued to improve and her tenderness decreased. 
On the 8th day after the 2nd operation (31st 
October) the 


drainage tube substituted, her temperature falling 


gauze pack was removed and a 
to normal 24 hours later with a pulse rate of 88 per 
minute Healing proceeded slowly, aided by a 
Reverdin skin graft on the 16th November and by 
the 25th November was complete, all induration 
and tenderness except for a small area underlying 
the wound having disappeared, permitting her dis 


charge from hospital 


On vaginal examination at this time no mass 
could be felt. the uterus was not palpable, the 
ervix had become a small firm knob and the 
vaginal walls were smooth, not imdurated, and 
healthy in appearance 

REVIEW OF LITERATURE 
After an exhaustive search of the 


literature we have been unable to trace any 
comparable case, although gangrene of the 
uterus, due to the organisms of 
gangrene, has been described many times, 
in some cases associated with delivery by 
Caesarean section. No description of a 
case of gangrene of the uterus following 
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Caesarean section with infection other 
than by gas gangrene organism has been 
found by us. 

Rendle-Short (1942) reviewed some I8o 
cases of uterine gangrene gleaned from 
English, French, German, American and 
Chinese sources and reported 6 of her own, 
in all of which there was definite 
Clostridium welchi infection or in which 
the clinical evidence suggested that 
infection. 

Lazard (1933) reported a fatal case in 
which the anterior uterine wall was found 
to be gangrenous when a Caesarean section 
was attempted for obstructed labour. 

Dunlap (1931) reviewed 9 cases and 
added 2 of his own, but again gas gangrene 
appears to have been the diagnosis in each 
case. 

Weinzier’s (1927) case, reviewed by 
Dunlap, was found to have a complete 
supracervical separation at laparotomy but 
the dead uterus was green and spongy 
suggesting gas gangrene. 

We would mention the 200 or more cases 
of gas gangrene of the uterus or genital 
canal, excluding Bingold’s (1914) cases, 
many of which were symptomless, and 
those recorded in the Russian literature 
which are difficult to assess, which have 
been recorded since the first authentic case 
in 1597 only to exclude them as in any way 
comparable to our case. 


DISCUSSION 


Gangrene of an organ is commonly due to 
some interference with the blood circula- 
tion, although certain poisons and physical 
agents may kill the cells by direct action, 
but this cause is unlikely in the puerperal 
uterus as its 4 main arteries and accom- 
panying veins, differing so widely in their 
paths, anastomose freely. 

The capillary system being intimately 
involved with the musculature undergoes 
repeated forced emptying at each uterine 


967 
systole, and, in cases of obstructed labour, 
with increasingly violent and even tonic 
contraction of the uterus as a whole, one 
can postulate so severe an ischaemia that 
both the capillaries and muscle will suffer 
damage and a vicious circle be set up. Such 
devitalized tissue is an ideal site for the 
proliferation of organisms. 

Although the normal uterus is 
particularly resistant to infection the 
pregnant or puerperal one is peculiarly 
liable to it; and we believe with Dunlap 
(1931) that, although it is rare in the 
literature, it is far more common in fact to 
find some evidence of patchy necrosis ot 
the uterine musculature, due in all 
probability to a combination of prolonged 
ischaemia combined with a low grade non- 
specific infection, which arises from the 
normal vaginal flora, the mixed nature of 
the organisms acting synergistically being 
the potent factor (Keller, 1929; Dunlap, 
1931), the ensuing gangrene occurring even 
as late as the goth day after delivery 
(Weinzier, 1927). 

It is probable that our case was a severe 
one of capillary ischaemia due to the 
obstructed labour associated with a low 
grade infection from the vagina in which 
the B. coli predominated, although the true 
nature of the initial infecting organisms 
may have been masked by the penicillin 
and ‘‘ sulfa’’ drugs she was given. 


Stasis, due to prolonged pressure by the 
large hydrocephalic head, and operative 
trauma, due to extending the incision too 
far, clamping or tearing the main vessels 
when the wound split laterally, or includ- 
ing them in a badly placed suture or 


ligature, would materially assist the 
development of gangrene. 

A spreading uterine infection as the 
prime cause is unlikely as the extreme 
tenderness in such cases was absent, the 
cervix remained healthy and the uterus did 
not liquefy. The microscopic section 
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showed dead but not destroyed muscle cells 
with no evidence of leucocyti infiltration. 

Gas gangrene can be ruled out by the 
absence of gas at any time, the absence 
of the organisms of gas gangrene in any 
smear or culture, the absence of gas or gas 
gangrene organisms in the microscope 
section of the dead uterine muscle and 
clinically by the absence of the extremely 
high pulse rate, marked insomma and 
prostration with anxious facies that one 
usually finds in such cases, and the fact that 
the patient made a full recovery. 


SUMMARY 


\ case of gangrene and sequest 
rectomy of the whok supracervi al 
uterus following ( aesarean section ts 
che ribed 
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(2) A review of the literature, wherein 
no similar case has previously been 
reported, is given. 

(3) A discussion on the pathology of the 
condition is presented. 


Our thanks are due to Dr. W. W. Woods 
for examining and reporting on the 
microscopic sections. 
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NON-PULMONARY TUBERCULOSIS AND PREGNANCY 
BY 


GEORGE B. Gipson, M.B., M.A.O., M.R.C.O.G. 
Senior Obstetric Tutor, The Queen's University, Belfast 


DuRING the last half-century a_ vast 
literature has accumulated concerning the 
problem of pulmonary tuberculosis and 
pregnancy with particular emphasis on the 
incidence, prognosis and management. 
Little has been written about non- 
pulmonary tuberculosis and indeed most of 
the standard text-books do not even 
mention its occurrence. It has not been 
possible to find a comprehensive review of 
the subject though many articles have been 
written about individual tuberculous 
lesions. The writer was stimulated to a 
perusal of this literature by the occurrence 
of five cases within a short time at the Royal 
Maternity Hospital, Belfast. It is proposed 
to describe these cases and to refer briefly 
to the literature in so far as it concerns 
them. 


Case 1. Mrs. A. 
27th year, who had been married for 8 months. She 
attended the antenatal clinic on 28th September, 


This was a primigravida in her 


1949. Her last menstrual period commenced on 
13th March, and she was, by her dates, in her 29th 
week. She had no complaints but mentioned, in 
passing, that a small ulcer had appeared on her 
vulva shortly after her marriage and that it was 
still present. In 1935 she had been in a sanatorium 
for 4 months with pulmonary tuberculosis. I am 
indebted to the Medical Superintendent, Dr. A. 
Lynn, for a summary of her condition at that time. 
‘“ This patient had chronic bilateral tuberculosis, 
with a positive sputum. She also had a cervical 
She was treated by bed rest alone, and 
was much improved on discharge. She failed to 
attend for further observation.’’ On examination 
the patient was healthy in appearance and her preg- 
nancy corresponded with her dates. A small ulcer 


adenitis. 


was detected on the outer aspect of the right labium 
majus, measuring approximately 1 centimetre in 
diameter (Figs. 1 and 2). It was superficial, irregu- 
lar in outline, clean and slightly tender. The 
border was undermined and the base was slightly 
indurated. There was no evidence of inguinal 
adenitis. 

The patient was admitted to hospital for investi- 
gation—only the salient features are recorded, On 
X-ray the chest showed healed tuberculous lesions 
at the The 
negative and swabs from the ulcer were unhelpful. 
The was and alcohol-fast 
bacteria were identified on direct examination of 
its base and the histological picture was that of 
tuberculosis (Fig. 3). Material from the ulcer 
was inoculated into each of 2 guinea pigs but 
unfortunately both died. A catheter specimen of 
urine was normal and a 24-hour specimen was nega- 
tive on culture for tuberculosis, as was stool culture. 
On cystoscopy the bladder mucosa was healthy and 
the left ureteric orifice was functioning normally. 
The right ureteric orifice could not be identified 
and there appeared to be no secretion from the right 
renal tract. An intravenous pyelogram (Fig. 4) 
showed a normal left renal tract and failed to reveal 
any secretion in the right kidney. The radiologist 
also reported a healed tuberculous lesion of the 
2nd and 3rd lumbar vertebrae with destruction of 
the intervertebral disc and paravertebral calcifi- 
cation suggested a healed abscess. On 
interrogation no history of a spinal lesion could be 
obtained, and no clinical evidence of it could be 


apices, Wassermann reaction was 


ulcer excised—acid- 


psoas 


found. 

The patient remained in hospital throughout the 
remainder of her pregnancy. The wound of the 
vulva healed by primary union. Repeated culture 
of the urine was negative for tuberculosis and no 
symptoms referable to the urinary tract were noted. 
The patient was delivered by forceps on 23rd 
December, 1949, and she had a normal puerperium, 
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On the toth day she was transferred to the Royal 
Hospital, Belfast 


firmed the previous findrngs and the urine was now 


Victoria Investigation con 


found to be positive, direct and on culture, for 


tuberculosis On 13th January, 1950, a right 
sided nephrectomy and ureterectomy were per 
formed by Mr. lan Fraser The 


was the seat of a tuber 


kidney (Fig. §) 
pyonephrosis and the 
ureter was also involved Kecovery was unevent 
ful and 6 months after operation the patient 

mained well. Unfortunately she had been depend 
ing on the safe period and at the examination 


she was approximately 6 weeks pregnant. In view 


of her recent history, another pregnancy appeared 


hazardous and the pregnancy was terminated 


uneventfully by dilatation and curettage The 


patient was advised t oid pregnancy for at least 
2 years and she was given advice about preventive 


measures 


Comment. Tuberculosis of the vulva was 
first described by Winckel of Leipzig in 
r881. Berkeley (1903) found 4 authentic 
cases described in the literature up to that 
time. Norris (1937), writing in Curtis’s text- 
book, could only find 75 cases and con- 
sidered that tuberculosis of the vulva was 
25 times less common than carcinoma. In 
1928 the same writer quoted the incidence 
as I per cent to 2 per cent of all genital 
tuberculosis and considered that lesions ot 
the external genitalia were usually terminal 
events. It is understandable, therefore, 
that tuberculosis of the vulva ts extremely 
rare in association with pregnancy and the 
writer could find only 2 cases described in 
the literature Bansillon, and Joly 
(1936) deseribe a fatal case occurring in a 
young 


Gronnet 


primigravida. She developed a 


small tuberculous ulcer of the labrum 
majus early in pregnancy. This had almost 
healed betore delivery but within 3 weeks 


the patient died as the result of tuberculous 
septicaemia. At autopsy no other tocus of 
infection could be found and the ulcer was 
considered to be the primary lesion. Petit 
and Bender (1903) describe a multipara 
with hypertrophic tuberculosis of the 
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vulva. Two months after a normal confine- 
ment the vulva was excised with complete 
recovery. 

Matthew (1949) stresses the diagnostic 
difficulty in cases of tuberculosis of the 
vulva. Giant-cell systems may result from 
any chronic infection and the acid-fast 
Mycobacterium smegmatis may easily be 
mistaken for Mycobacterium tuberculosis. 
Unfortunately positive animal inoculation 
was not obtained in this case for reasons 
already stated. Nevertheless, the presence 
of alcohol and acid-fast bacteria in the floor 
of the ulcer, in association with the typical 
histological picture and the presence of a 
tuberculous infection in close proximity 
would appear conclusive. 

Tuberculosis of the vulva is usually con- 
sidered to follow lymphatic or haemato- 
geneous spread from another focus in the 
body. The possibility of direct inoculation 
of the vulva has been mentioned by Guyver 
and Speiser (1946) and they quote Schmid 
as describing 5 cases where this followed 
intercourse with an infected husband. 
Jameson (1935) confirms that infection has 
been caused by inoculation in the experi- 
mental animal, although he refers primarily 
to tuberculosis of the vagina. Although 
haematogenous spread from the infected 
kidney cannot be excluded in the present 
case, infection by inoculation would appear 
a possibility. By the time the patient 
attended the antenatal clinic the kidney 
appeared to have sealed itself off but 
presumably the urine had been grossly 
infected with tubercle bacilli at some time. 
The ulcer dated from shortly after marriage 
and the patient admitted that she had 
tound considerable difficulty in relations 
with her husband during her honeymoon. 
Although the site is unusual, she may well 
have suffered a defloration injury which 
tailed to heal owing to urinary contamina- 
tion with tubercle bacilli. 

In addition to its rarity, this case is of 
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interest in that the presence of a small and 
apparently insignificant ulcer of the vulva 
led to the unmasking of an extensive 
tuberculosis. 


Case 2. Mrs. H. was a primigravida in her 24th 
year, who had been married for one year. Her last 
menstrual period commenced on 14th March, 
1949, and she was admitted to hospital in her 
27th week with a diagnosis of acute pyelitis. 
She was healthy in appearance and, with the 
slight tenderness in the right 
renal angle, no abnormality was detected on 
examination, A catheter specimen of urine went 
solid on boiling. A hanging drop showed numer- 
Culture identified 

Rapid ameliora- 


exception of 


ous pus cells and organisms. 

the organism as Bacterium coli. 
tion followed a course of alkalis and Sulphatriad, 
15 g- After one week the patient was discharged 
but a recrudescence of urinary symptoms 5 weeks 
later necessitated readmission. The urime again 
had the characteristics. Because of the 
excessive albuminuria a 24-hour specimen of urine 
was cultured for tuberculosis and much to our 
surprise it was positive. Culture was repeated 
twice during the next 2 months and it was positive 
on each occasion. An intravenous pyelogram 
(Fig. 6) was performed and the radiologist reported 
a right-sided hydronephrosis and hydroureter with 


same 


a small hazy opacity in the lower pole of the right 
When the urine report became available 


kidney 
this opacity was suspected as the tuberculous lesion. 
On cystoscopy the bladder and ureteric orifices were 
normal. Chest was negative and extensive investi- 
gation failed to reveal another focus of tuberculosis. 
The Mantoux intracutaneous test was positive 
using 0.001 mg. of old tuberculin. 

The patient remained in hospital throughout the 
remainder of her pregnancy. Persistent alkaliniza- 
tion of the urine prevented a return of urinary 
symptoms. Two weeks after her expected date of 
confinement she commenced in labour and was 
delivered by low forceps. Severe urinary infection 
recurred 3 days after delivery. It responded to a 
further course of Sulphatriad, 15 g. She was trans- 
ferred to the Royal Victoria Hospital, Belfast, on 
the 14th day to have a nephrectomy performed. 
A retrograde pyelogram (Fig. 7) showed a remark- 
able return towards normality in the right renal 
tract. It failed to reveal any defect im the sus- 


pected area of the right kidney. It was decided to 
await the result of urine culture and when this 
proved negative nephrectomy seemed unjustified. 
The patient has been carefully followed during the 
six months since delivery. She has had no recur- 
rence of urinary symptoms and her blood sedi- 
mentation rate is now 4 mm. in one hour (Wester- 
gren). Repeated urine culture has been negative 
for tuberculosis. It is intended to continue super- 
vision during the next 2 years 


Comment. One expects to find a trace 
of albumen in urine in association with a 
urinary infection but the gross albuminuria 
in this case first aroused suspicion that the 
condition was more complex than it had 
appeared. The albuminuria was transient 
in character and was not due to blood— 
repeated microscopic examination of the 
urine failed to reveal more than an 
occasional red blood cell. Following obser- 
vation and extensive investigation in 
hospital, before and after delivery, one felt 
that a diagnosis of pre-eclamptic toxaemia 
or chronic nephritis could be excluded. 
Alteri (1934) drew attention to the wide 
variations in the degree of albuminuria 
which may occur in renal tuberculosis 
during pregnancy. 

The negative findings after delivery raise 
a doubt as to the validity of the diagnosis. 
Graebke (1921) considered that the 
presence of tubercle bacilli in the urine did 
not necessarily indicate a renal lesion and 
this was also the view of Wildbolz (1924) 
and Cunningham, Brown and Crabtree, as 
quoted by Norris (1931b). Pugh (1936) 
did not agree and stated: ‘‘ The mere find- 
ing of tubercle bacilli in the urine is now, to 
me, positive proof of renal tuberculosis ’’. 
Pugh suspected that Graebke might have 
mistaken the smegma bacillus for the 
tubercle bacillus in forming his opinion. 

The writer considers that there are 
strong grounds for sustaining a diagnosis 
of renal tuberculosis in this case. Firstly, 
no extrarenal tuberculous lesion was 
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demonstrated from which a_ harmless 
bacilluria could arise. Secondly, the urine 
was positive on culture on no less than 3 
at approximately monthly 
intervals. Finally, the patient had a positive 
Mantoux test in high dilution. Maeder and 
Myers (1940) have a high regard for 
tuberculin testing in pregnancy while Pugh 
(1927) considers that pregnant women 
normally have a decreased sensitivity to 
the test—if this contention is correct it adds 
weight to the finding of a positive reaction 
using a dilution of 1 in 100,000. Although 
a renal tuberculous lesion may seal itself 
off and remain latent for a time it rarely 
heals spontaneously. Further manifesta- 
tions of the disease may be expected to 
appear and the patient may require 
nephrectomy eventually. 

Renal tuberculosis is a rare complication 
of pregnancy, Riviere (1945) having an 
incidence of I in 20,000 between the years 
1925-1944. Many have been 
described in recent years, particularly by 
French writers, but few have reported more 
than 2 cases. Dozsa (1928) was able to 
study 27 cases, 48 per cent of which were 
first diagnosed during the puerperium. 
Cibert, Gayet, and Mafart (1944) reviewed 
23 cases out of a total of 887 cases of renal 
tuberculosis. Day and night frequency, 
dysuria, pyuria, and, occasionally, haema- 
turia are the early symptoms. These 
symptoms suggest a coliform pyelitis and, 
as this is relatively common, the more 
serious underlying lesion is liable to be 
missed. The writer considers that culture 
of a 24-hour specimen of urine should 
become a recognised step in the investiga- 
tion of all cases of pyelitis in pregnancy. If 
this were a routine procedure the incidence 
of tuberculosis would probably be much 
higher than previously quoted. 


Occasions, 


Cases 


Case 3. Mrs. A. McC., aged 24, had been married 
6 years In 1944 she had a normal confinement 


but suffered from pyelitis during the puerperium 


In her second pregnancy in 1946 she had repeated 
attacks of pyelitis during pregnancy and the 
puerperium. She remained in hospital for 3 months 
after delivery and was then found to have tuber- 
culosis of the right kidney. A nephrectomy was 
performed with rapid relief from symptoms. In 
1949 frequency and dysuria returned, necessitating 
2 short sojourns in hospital. Her last menstrual 
period commen ed on 26th December, 1949. She 


was admitted to hospital on 8th February, 1950, 


marked frequency (by day half-hourly and by night 
hourly). In-appearance she was healthy and no 
abnormality was detected on general examination. 
A catheter specimen of urine contained a trace of 
albumen. The urine was sterile and was subse- 
quently shown to be negative on culture for tuber 
culosis. An intravenous pyelogram showed a 
normal left renal tract Urea concentration and 
the specific gravity range were normal. The chest 
was clear, clinically and radiologically. On cysto- 
scopy the bladder capacity was only 4 to 5 ounces 
ind further distension caused severe hypogastric 
pain. There was a granular basal cystitis, par- 
ticularly marked round the right ureteric orifice. 
Oedema of the mucosa was marked but no ulcera- 
tion could be seen. The left ureteric orifice gaped 
and did not show normal contraction after efflux 
of urme These findings were considered suffici- 
ently serious to justify termination of pregnancy 
and this was performed by dilatation and curet 
tage on 3rd March. As was to be expected, the 
urinary symptoms persisted and became even more 
troublesome 2 months later. The cystoscopic find- 
ings remained unchanged and the urine remained 
negative on culture for tuberculosis 


was admitted to the Royal Victoria 


The patient 
Hospital 
Belfast, and commenced a course of Strepto- 
A total of Strepto 
mycin, 30 g., was given without improvement. At 


mycin, 0.5 g. twice daily 
the time of writing the symptoms are still severe 
and life is a misery for the patient. As no altera- 
tion in the bladder capacity may now be expected, 
transplantation of the remaining ureter into the 
pelvic colon is being seriously considered 


Comment. There is little doubt that this 
patient had renal tuberculosis throughout 
her second pregnancy though she may have 
had a superadded coliform infection. The 
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Section taken from ulcer of vulva showing 
tubercle and giant cell with surrounding lymphocyts 
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true diagnosis remained unsuspected until 
long after delivery, i.e., until a diagnosis 
of pregnancy pyelitis could no longer be 
sustained and the persistence of symptoms 
necessitated further investigation. The 
delay in diagnosis permitted a dangerous 
spread of the tuberculous infection so that 
the bladder became extensively involved. 
After nephrectomy .the bladder lesions 
retrogressed, as is their wont, but the 
resultant fibrosis caused a serious diminu- 
tion in capacity. Though not a factor in 
this case, Streptomycin may cause similar 
cicatrization of a tuberculous bladder, a 
disadvantage noted by Nesbitt and Bohne 
(1948). Bladder fibrosis is an unsatisfactory 
condition to treat and, in time, may 
produce a hydro-nephrosis. As pregnancy 
was expected to aggravate the condition 
and as an active tuberculous lesion of the 
remaining kidney could not be excluded, 
termination seemed both justifiable and 
advisable. 

Norris (1931a) gives Simon pride of place 
as the first to perform nephrectomy for 
renal tuberculosis (in 1871). Fullerton 
(1912), working in this Medical School, 
published a series of 22 cases treated by 
nephrectomy almost 40 years ago. 

_ Nephrectomy has now become the accepted 
treatment where no contra-indication to 
operation exists. Early diagnosis and 
immediate treatment are the keystones of 
success. Browne (1946), Riviére (1945), 
Gouverneur (1944), Curtis (1937a), Pugh 
(1936), Stevens (1924) and Borelius (1924) 
do not count pregnancy a contra-indication 
to operation, and indeed they consider early 
operation to be specially important because 
the lesion spreads with greater facility 
during pregnancy. Cibert et al. (1944) 
qualify their advocacy by stating that 
patients first diagnosed in the last trimester 
should be allowed to deliver themselves 
before operation is undertaken—with this 
the writer agrees. The first case reported in 


this paper suffered no ill-effects as a result 
of the delay and in the second case subse- 
quent events have shown that nephrectomy 
during pregaancy might have led to the 
removal of a normal kidney. 

When nephrectomy is performed during 
pregnancy, the immediate risk of abortion 
and the subsequent risk of overloading the 
remaining kidney would appear to be con- 
siderable. Nevertheless many successful 
cases have been recorded in the literature. 
Stevens (1924) found reference to 12 cases, 
in which all mothers recovered and 6 had 
normal deliveries at term. Pugh (1936) 
reported 5 personal cases, all of whom sub- 
sequently delivered themselves normally. 

One teels that the management would 
have differed in this case if nephrectomy 
had been performed early in the previous 
pregnancy or at least before serious 
involvement of the bladder had occurred. 
Matthew (1949) reviewed 265 patients who 
went through pregnancy after nephrec- 
tomy. 250 had normal pregnancies, 13 had 
pregnancies which were complicated in 
various ways, and 2 patients died. In the 
writer's experience, limited to 5 such cases, 
the remaining kidney withstood the straim 
of pregnancy well, but in each case the 
remainder of the urinary system was 
normal. 


Case 4. Mrs. M. McC., aged 28, had been married 
8 years. She had a history of 4 normal confine- 
ments. In 1945 she spent a year in Forster Green 
Sanatorium, Belfast, with pulmonary tuberculosis. 
She was again admitted in 1947 with tuberculosis 
of the symphysis pubis, both sacroiliac joints and 
the upper lumbar spine. After a year’s treatment 
she was discharged from the sanatorium, only to 
return in 1949 with a recrudescence of chest and 
skeletal lesions, Her last menstrual period com- 
menced on 23rd May, 1949, and she remained at 
rest in the sanatorium throughout her pregnancy. 
Rapid extension of the disease in the symphysis 
pubis (Figs. 8 and 9) appeared to occur while the 
other lesions remained slowly progressive. An 
elective Caesarean section was planned to avoid 
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trauma to the pelvic girdle and, with this in view, 
the patient was transferred to the Royal Maternity 
Hospital, Belfast, on 21st February, 1950 (in the 
39th week) Unfortunately labour commenced in 
transit, and on arrival the head was showing at the 
vulva The patient delivered herself easily of a 
child weighing 5 pounds 12 ounces. She remained 
apyrexial during the puerperium and returned to 
Three 


after delivery the medical superintendent of the 


the sanatorium on the roth day months 


sanatorium, Dr. A. Lynn, considered that slow 
ion of all the tuberculous lesions had con 


that 


progres 


tmued and pregnancy appeared to have 


played no part in this progression 

Comment. This patient was afflicted 
with multiple tuberculous lesions but one 
to emphasize aspect only, 
namely the disease affected the 
symphysis pubis. Tuberculosis of the os 
pubis is rare. Wirz (1929) quotes Peere- 
mans as finding 85 cases recorded in the 
literature between 1769 and 1924 but he 
does not mention how many ol these were 
female and pregnant. Symptoms are lat 
in onset and the pointing of a cold abscess 
frequently draws attention to the disease 
Wiseman and Retan (1927) describe such a 
case. In the present 
remained silent in spite of the wide separa 
tion of the symphysis pubis which occurred 
during pregnancy. and 
the subsequent progress did not suggest 
that a flare-up had occurred. This was 
probably due to the fact that the baby was 
smaller than average and the patient had a 
large pelvis. Nevertheless a 
Caesarean section, using a para-umbilical 
abdominal incision, would appear to be a 
safer method of delivery. Jameson (1935) 
found reports of IT cases in which rupture 
of a tuberculous pubis occurred during 
labour. The f rupture is 
emphasized when one realizes that 10 of 
these patients died. 


wishes one 


as it 


case the disease 


Labour was eas\ 


classical 


seriousness of 


Cass 5. Mrs. V 


who had been married for 2 years 


was a primigravida, aged 21, 


She gave a 
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Her 


last menstrual period commenced on roth June, 


history of left-sided pleural effusion in 1945. 


1949, and she first attended the antenatal clinic on 
1ith October 


on radiological examination her chest was clear 


In appearance she was healthy and 


She attended the antenatal clinic regularly and had 
no complaints until gth January, 1950. She then 
stated that she had noticed difficulty in walking 
during the preceding week. She was found to have 
slight weakness of the extensor muscles of her legs, 
Rombergism and extensor planter reflexes. She 
had no symptoms referable to her spine but slight 
angulation and tenderness were elicited in the lower 
She was admitted to hospital at 


thoracic region 


once for investigation Phe radiologist reperted a 


tuberculous lesion involving the roth and 11th 
thoracic vertebrae with disappearance of the intra- 
vertebral disc and a small paravertebral abscess 
Fig. 10). Within a few days spastic paralysis in 
extension had occurred, with loss of all sensation, 
including vibration, up to the level of the 12th 
thoracic segment. 

[he patient was transferred to Musgrave Park 
Emergency Hospital, Belfast, under the care of 
Mr. J]. Withers 


and given Streptomycin, 0.5 g 


She was placed in a plaster bed 
twice daily for 6 
weeks Her condition deteriorated further and 
flexor spasms required the heavy use of analgesic 
drugs. Gross oedema of the vulva developed and 
the patient was incontinent of urine and faeces. 
A classical Caesarean section was performed on 
toth March (at 39 weeks). The patient showed no 


improvement after delivery and the radiologist 
reported a remarkable extension of the paraverte- 
On 17th April, Mr. C. A. 


costo-transversectomy and 


bral abscess (Fig. 11 
Calvert performed a 
drained a large paravertebral abscess which con- 
tained thin pus A large epidural abscess, 
surrounded by granulation tissue, was also drained. 
Strepto- 


mycin therapy was recommenced and continued 


No bony projections could be found 
until a erand total of 112 g. had been given. Six 
after the 
paralyzed up to the level of the umbilicus and was 


months onset the patient was still 


incontinent of urine and faeces. Some sensation 


had returned in the lower limbs but there was no 


radiological evidence of improvement. In the 


tbsence of more definite improvement at this stage 


of the illness the ultimate prognosis appears very 


poor 


= 
Tie. 
> 
sah” 
3 


Comment. Tuberculous spondylitis is 
one of the more frequent forms of non- 
pulmonary tuberculosis. Wilkinson (1942) 
had experience of 314 women with non- 
pulmonary lesions at Black Notley between 
1930-1937. Of these, 128 had tuberculous 
spondylitis (37.6 per cent). Regarding the 
prognosis, he reports a mortality rate of 
13.3 per cent and states that the results were 
good or moderately good following 
adequate treatment in 79 per cent of the 
cases. K6énig and Poeck (1927) had 
experience of 94 cases of Pott’s disease in 
Koenigsberg between the years 1918-1925. 
Twenty-nine of these were women of child- 
bearing age and 6 became pregnant before 
treatment had been completed. Of the 23 
non-pregnant cases, 1g improved, while 5 
of the 6 pregnant cases showed deteriora- 
tion during the pregnancy. These writers 
considered that pregnancy should be 
terminated in all cases of Pott’s disease and 
they went further in recommending subse- 
quent castration doses of X-ray. This seems 
too drastic a view and it is contrary to the 
general opinion to-day. The writer has seen 
3 patients with Pott’s disease who were 
entirely unaffected by pregnancy and 
many similar cases have been reported. 

Butler (1935), in his classical article, re- 
viewed 8o1 cases of Pott’s disease occurring 
in London hospitals. He found that 92 
cases (11.4 per cent) developed paraplegia. 
To this he added 94 cases of paraplegia 
collected by Seddon, this giving a series of 
186 cases. Paraplegia was prone to follow 
disease in the thoracic region, this being 
the site in 84.4 per cent of the cases. He 
extended the work of Sorrel-Dejerine and 
subdivided the paraplegia into 3 different 
types. Type I was early and transient, 
being due to abscess pressure, oedema, 
granulation tissue or disturbance of the 
segmental blood supply. Type II, also 
early, was permanent. It had the same 
aetiology and resulted from tardy or 
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inadequate treatment. Type III was late 
in onset, incomplete in character and 
progressive. It was due to bony deformity 
and fibrosis. In his series the incidence of 
the various types was as follows: 

Type I, 39.4 per cent. Type II, 10.9 per 
cent. Type III, 49.7 per cent. 

The present case would appear to be of 
the rare second type as there is almost no 
evidence of improvement 6-months after 
the onset and vibration sense in the lower 
limbs has been lost, a diagnostic point 
mentioned by Seddon (1935). As ortho- 
paedic treatment was prompt and adequate 
one is bound to feel that pregnancy contri- 
buted in some way to the permanence of 
the paralysis. Indeed the rapid progress of 
the disease and the severity of its effects are 
altogether unusual. 

Cases of late onset paraplegia in associa- 
tion with pregnancy have been described 
trom time to time but the writer could find 
only one case of early paraplegia reported 
in the literature. This was by Fruhinsholz, 
Hartemann and Lacourt (1934) and had 
much in common with the present case. 
There was the same dramatic onset of 
paraplegia at the same time in pregnancy 
and the segmental distribution was similar. 
Gross oedema of the vulva occurred but it 
did not prevent delivery per vaginam 
following induction of labour at 36 weeks. 
The patient developed a massive bed sore 
and died 20 days after delivery. Autopsy 
revealed a miliary tuberculosis but no 
reference was made to the extent of the 
spinal lesion. 


DISCUSSION 

The problems of pregnancy and tuber- 
culosis are extremely complex because both 
are liable to so many variations in them- 
selves, and, as a result, their reactions one 
to the other are legion. Gonnet, Bansillon, 
and Joly (1936) have said ‘‘On voit 
l’influence considérable que peut avoir une 
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grossesse sur |’évolution du Bacille de Koch 
dans l’organisme et l’étendue de l'action 
allergisante, qu'elle 
possecde For many years there appeared 
to be good reason tor this comment and 


et partfots anergisante, 


explanations were easy to find. The 
pregnant woman Was prone to ill health, 
the result of persistent vomiting, Insomnia, 
anaemia, digestive disorders and calcium 
depletion, and ill-health was a useful ally 
for the tubercle bacillus. In addition, 
pregnancy caused tissue hyperaemia and 
increased capillary perme ability, both of 
which should favour the spread of a 
tuberculous infection. However, persona! 
opinions are deceptive and require the 
support of statistical analysis In the case 
of pulmonary — tuberculosis adequat 
numbers of cases are available for this 
purpose. Cohen (1943) and Turner (1950) 
speak trom the experience of 100 and 718 
They consider that 


course ot 


Cases respectively 
their statistics show — the 
pulmonary tuberculosis to be sitmilar in 
pregnant and non-pregnant patients, pro- 
vided that pregnant patients continue to 
receive adequate treatment This has 
become the ge nerally accepted view to-da\ 
and most authorities are against th 
termination of pregnancy except in special 
circumstances 


Cases of non-pulmonary tuberculosis are 
rare and no single observer has the oppor- 
sufficient cases to justily 
preparation of a statistical analysis. 
Scattered observations only are possible 
and this probably explains the wid 
diversity of published opinion, which varies 


tunity to set 


from ultra-optimism to ultra-pessimism. 
One cannot draw conclusions from the § 
cases reported in this paper. Three of the 
patients went through their pregnancies 
aggravation of thei 
Another 


with no apparent 


varied tuberculous infections. 


suffered the ravages of renal tuberculosis in 
a previous pregnancy and had to be 


terminated before the effect of the present 
pregnancy could be accurately assessed. 
The 5th case, that of Pott’s disease with 
paraplegia, did appear to follow a 
disastrous course but it is unfair to assume 
from this that pregnancy is necessarily 
dangerous in patients with Pott’s disease, 
and that termination is the only sate 
procedure in such cases. It may be argued 
that the paralysis might have been less 
permanent if termination had been under- 
neurological 
appeared. There is insufficient previous 
experience to support or refute this 
assumption and theoretical considerations 
were not considered sufficient grounds tor 
termination in a primigravida at 31 weeks 
when continuation offered the reasonable 
hope of a mature and healthy baby. 
Operation was planned at 36 weeks but 
doubts concerning the size of the baby 
caused delay until 39 weeks—the baby 
weighed 6 pounds at birth. The writer feels 
that every case of non-pulmonary tuber- 
culosis in pregnancy requires individual 
consideration. Although the interests of the 
patient are occasionally best served by 
termination, the majority should be allowed 
to continue with every prospect of a 
successful regards the 
pregnancy and little possibility of an 
aggravation of their tuberculous infection. 
I 


signs 


taken as soon as 


outcome as 


t is early to speak of the value of 
Streptomycin in these cases as insufficient 
Published 
reports have shown that Streptomycin is of 
doubttul value in bony tuberculosis and in 
Case 5 it appeared to make no difference 
whatsoever. However, other varieties of 
non-pulmonary tuberculosis may respond 
and, contrary to expectation, there appears 
to be little risk to the baby—Nesbitt and 
Bohne (1948) report a case receiving 192 
grams of Streptomycin without any effect 
on the baby and similar cases have been 
reported recently. Silverman and Feinblatt 


are available for assessment. 
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(1948) and Kane (1950) report cases of 
tuberculous meningitis treated successfully 
during pregnancy and Watson and Stowe 
(1948) were also successful in a severe case 
of renal tuberculosis. 

Congenital tuberculosis is exceedingly 
rare, Whitman and Greene (1922) being 
able to find only 39 authentic cases in the 
literature. The risk would appear to be 
greater with non-pulmonary than pul- 
monary tuberculosis, particularly when the 
genital or urinary tract is involved. Four 
of the patients in this series were delivered 
of healthy babies. All the babies were 
given Bacilli Calmette-Guérin vaccination 
before leaving hospital and all continue to 
make good progress. 


SUMMARY 

Cases of skin, renal and bony tuber- 
culosis in association with pregnancy have 
been described. Brief reference has been 
made to the literature as it applies to these 
infections. No conclusions may be drawn 
from such a small and varied series. In 
the writer's opinion the approach to non- 
pulmonary tuberculosis in pregnancy 
should not differ from that to pulmonary 
tuberculosis and, in general, pregnancy 
should be allowed to continue. 


In addition to the colleagues already 
mentioned, I am indebted to Mr. H. L. 
Hardy Greer and Professor C. H. G. 
Macatee for permission to publish and also 
for much helpful advice and criticism in 
the preparation of this paper. I am also 
indebted to Dr. H. S. Shepherd for his 
radiological reports and to Mr. E. S. 
Morrison for his frequent cystoscopic 
examination of the patients. 
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NICHOLS FELLOWSHIP 


The Council of the Royal Society of Medicine invites applications for a 
Grant of £225 per annum in aid of research to be carried out to advance 
knowledge in obstetrics and gynaecology, which will be awarded on the 
of the of the ot Obstetrics 


Gynaecology ot the Society 


recommendation Council Section and 


2. The place at which the work is to be carried out and an outline of the 
proposed research must be stated in the application, . 


; Apreliminary report on the progress of the research must be submitted 
it the expiration of the first six months. 


} The Fellowship will be awarded in the first place for a period of one 
year and, at the discretion of the Council, may be extended for a second 
year 


5. Applications must be received by the Secretary, Royal Society of 
Medicine, 1 Wimpole Street, London, W.1, by 31st March, 1951 “and 


candidates must state their position with regard to call-up for Military 
Service. 
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A DOUBLE MONSTER 
Diprosopsus Dibrachius Dipus 


BY 


M. C. Connett, M.A., M.B., D.M.R. 
Assistant Radiologist, The Cumberland Infirmary, Carlisle 


Tue classification of monsters in teratology 
is a subject upon which there has been little 
agreement. Veit (1879) proposed a classi- 
fication based on the point of view of the 
progress during the course of labour, 
which has the advantage of being of some 
practical importance. Other classifications 
have been made by Ballantyne (1904), 
Ahlfeld (1880), Marchand (1897), and 
Schwalbe (1906). In Forster’s (1861) 
classification, monsters consisting of twins, 
in which the fission or doubling is from the 
head downwards, are called Tereta 


Anadidyma. In the most fully developed 
specimens there are 1 pelvis and 2 legs, the 
trunks being separate. The present case is 
that of a less fully developed type in which 
the twins are united by the pelves and 
thoraces and also have their heads joined 
together, the faces being more or less com- 


pletely doubled. This type is called 
by Taruffi (1881) Diprosopus or 
Iniodidymus; but as there were 2 arms, 2 
legs, and a face in which there were 2 
mouths, 2 ears and 4 eyes, the full title in 
Taruffi's classification is Diprosopus 
dibrachius dipus  distomus  diotus 
tertraophthalmos. This is at least descrip- 
tive but unwieldy. Such cases, on account 
of the extensive malformations of the brain 
and pharyngeal cavity, are not capable of 
living (Ahfeld, 1880). 


Case REPORT 


The mother was a healthy woman of 34 years, 
who had had 3 previous pregnancies, all of which 


had been normal! and had resulted in the live births 
of 1 female and 2 male children, weighing respec- 
tively 7, 734, and 7 pounds. 

The present pregnancy had been normal up to 
shortly before her admission to hospital, when her 
doctor noticed that she was suffering from ‘‘ kidney 
trouble and anaemia "’ and on this account he sent 
her into hospital, 

On admission, in the 32nd week of her pregnancy, 
she was found to have a marked hydramnios, The 
Wassermann and Kahn tests were both negative. 
Urinalysis showed a trace of albumin in the 
catheter specimen and her blood-pressure was 
130/90 mm. Hg 

Because of the hydramnios the question of foetal 
abnormality was considered and radiographs showed 
an anencephalic foetus with 2 spines and the normal 
number of limbs (Fig. 1). Artificial rupture of the 
membranes was carried out and about 15 pints of 
liquor were lost. Labour ensued and after 29 hours 
she was delivered spontaneously of a stillborn 
foetal monster weighing 244 pounds, The placenta 
was ragged but the cord was single. Convalescence 


was smooth and eneventful 


Postmortem report (Doctor J. S. Faulds) 

The baby was that of a monster female and com- 
posed of the normal number of arms and legs, but 
with an extensively deformed head, with 4 eyes, 
2 mouths, 2 noses, and 2 ears (Figs. 2and 3). There 
was an obvious spina bifida with no epithelium 
covering the vertebrae. The dissection was limited 
to the thorax and abdomen, so as not to spoil the 
specimen of the head and neck, 

Thorax. On removing the thoracic contents 
there were 1 oesophagus, 1 trachea, 2 lungs and 1 
heart. There was no obvious abnormality present 

Abdomen. On opening the abdomen the liver 
was found to be very large and at first appearance 
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was thought to be double, but there was only 1 gall 
There were 1 spleer z kidneys and 
adrenal The stomach, duodenum and pancreas 
were healthy The intestine showed at a point 


17 cm. from the ileo-caecal valve a segment dis 


tended with meconrum, fusiform in shape, 5 cm 
n berg ind at this point there was a Meckel's 
diverticulum, 1.5 cm. in length. On opening this 
there wa 1 cause found for the obstruction, 
becau beyond this point the bowel was empty 
und lapsed and no meconium was present in the 
caecu There was a normal appendix 
A ra graph of the foetus, taken after delivery, 
howed that there wa 1 complete ramorachis 
chisi k ig 4 and Iw omplete taces wer 
pre t but the skulls were anenceph alic The 
vertebr bodies of 2 separate ervical spines were 
present and at the leve { the first dorsal vertebra 
the pines were partially fused Below this level 
the ] ! eparated once more as tar as 
the w he t! we i fused One 
} pre t oF wl de and tl 
wet In t iid-dorsal re th 
wi pt i bx which la ut 
fh | b bly pre nted th r liment 
i t if Th present were 
Ith gh t f ora appear to | f 
hort tin ti ant ter iph due t 
flexion of the knee 


( moment. It 
that, after fertilization of the ovum and the 
first segmentation, the 2 blastomeres may 
with the formation of 
identical twins, or the separation may be 

with the tormation of a double 
This is the so called fission theory 
r88o0; Forster, 1861; Newman 
A less likely method of 
ition of double monsters is_ th 
fusion theory, which supposes that th 
embryonic plates were double from the 


so that the: 


now generally accepted 


completely separate 


incompl te 
monste! 
(Ahlteld 
1923 and others) 
the form 


start and lving close togethet 


fuse due to their proximity. This latter 
theorv now has few adherents as doublk 
monsters are usually found to be fused at 


identical points and this is suggested as 


proof that they are not due to the junction 


of 2 originally separate embrvos, which 


might be expected to fuse haphazardly on 
occasion, Possibly both theories are 
correct and certainly monsters have been 
produced experimentally by both methods. 


Considerable experimental work has 
been done on these 2 theories and the 
experimental production of double 


monsters by fusion of embryos in the 


gastrula stage was first carried out by 
Spemann in 1918, using the eggs of 
Salamander Triton. In 1903 Spemann 


produced a double headed monster by 
constricting the egg with a hair loop. But 
it was found that the experimental produc- 
tion of twins by separating the blastomeres 
by jets of water and by other means will 
work in one species and not in another. 
This is because in certain species, such as 
the mollusca, each half of the first 
which is called a determinate 
cleavage, can produce only one half of the 
individual, whilst in others, such as the 
invertebrata, the cleavage is indeterminate, 
so that each blastomere can produce a 
whole individual. For this reason double 
monsters are comparatively common 
amongst the invertebrates and are never 
found amongst the Mollusca, Tunicata, 
Rotifera, and others. 


( leavage 


But as Wilder (1g08) points out there is 
no evidence that nature produces monsters 
by the same methods as the experimental 
Other theories consider that 
ire the result of the fertilization of the 

by more than one spermatozoon, 
but it has been shown that ova so affected 
usually dhe. 
with more 


hiologists 
they 
ovum 


The occurrence of an ovum 
than one nucleus is also doubt- 
ful With regard to the exact period at 
which the developing ovum acquires the 
power ot forming a double monster there 
Some 
writers hold that this tenden V is present 
in the normal ovum or spermatozoon; 
others that it is the result of an abnormal! 
fertilization; whilst others, 


is also a divergence of opinion. 


think 


agaln, 
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the anencephalic monster, with the 2 spinal 


Lateral view of the al domen. showing 
columns clearly shown 
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Antero- posterior radiograph of the monster after 


delivery. The 2 anencephalix heads and the double 


spines are demonstrated 


Lateral view of the monster showing the rudiments 


of the conjoined arm situated posteriorly in the 


dorsal region 
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A DOUBLE MONSTER 


that it is present for the first time when 
segmentation begins, the evidence being 
in favour of the last as being the most 
probable mode of origin (Birnbaum and 
Blacker, 1912). 

Stockard (1921) and Wilder (1908) con- 
sider that the cause of twinning is a 
retardation of the growth of the ovum ata 
critical period of its development. 
Stockard, in a series of brilliant experi- 
ments with the eggs of Fundulus (sea 
minnow), has produced double monsters 
by such methods as lowering the tempera- 
ture, depriving the developing ovum of 
oxygen, or by the introduction of such 
chemicals as magnesium chloride. He con- 
siders that the intrinsic conditions which 
give rise to double monsters are present in 
all ova and are not produced by the 
experiments. 

Arey (1940) has shown that monochorial 
twins are much more common in tubal 
than in uterine pregnancies. This he 
attributes to the fact that placentation is 
more difficult in the Fallopian tubes, that 
this leads to a slowing in the normal 
development rate of the ovum, which in 
accordance with Stockard’s theory may 
lead to duplication. 

The nearest approach to direct evidence 
of the causes of uterine monozygotic twin- 
ning has been furnished by Stockard (1921) 
and is quoted by Newman (1923) as 
follows: ‘‘ A case of triplets came to his 
attention in which one of the infants was 
born a normal female baby. After deliver- 
ing the child the physician, Dr. Erdwurm, 
noted that a second chorionic sac ruptured 
and discharged its fluid. Later two dead 
female foetuses were delivered. These lay 
in a common amnion with their umbilical 
cords twisted in such a way that they had 
probably cut off both blood connections. 
My interpretation of this triplet condition 
is as follows: The mother liberated from 
the ovary two eggs, both of which became 


fertilized and began development. One 
became implanted slightly before the other 
and developed into a single living girl. The 
second egg was not so _ favourably 
implanted as the first. This is indicated in 
the specimen by the lower placenta riding 
upon the larger one. The delay in implan- 
tation, due to the presence of the first egg, 
caused a slow rate of development at an 
early stage in the second and _ two 
embryonic buds arose instead of one’’. 
This mechanism is of interest but of course 
has a limited application and other retard- 
ing agencies have been suggested such as a 
failure of the corpus luteum to stimulate 
the uterine mucosa. 

Others consider that twinning is a form 
of asexual reproduction analogous to that 
common in the animal world. 

In all cases the sex of the twins is the 
same, which favours the view that they are 
developed from a single ovum and for this 
reason there is always a single placenta and 
chorion. It is noteworthy that in the 
majority of cases the sex is female. Of 883 
cases of double monsters quoted by 
Taruffi (1881) 540 were female and 315 
male, whilst the sex of the remaining 28 
was not determined. Forster (1861) 
calculated the ratio of females to males as 
being about 3-1. It is suggested by 
Schlumberger and Gotwals (1945) that 
male foetuses are less likely to survive in 
the presence of developmental abnor- 
malities than females. Potter and Adair 
(1940) have shown 78 per cent of foetuses 
aborted during the first four months of 
pregnancy are males. Thus it seems likely 
that many of the male monstrosities are 
aborted early in pregnancy and either the 
foetus is not examined at all, or else, due to 
the small size of the foetus, the fact that it is 
a monster may not be recognized. 

The size of the individual halves of the 
monster is almost always less than that of 
a healthy individual foetus of the same age. 
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parae and, of the 21 cases recorded in the 
Transactions of the Obstetrical Society of 
London, in 17 cases the mothers were multi- 
parae and in 4 primiparae. 

Often it is found that the individual 
halves of the monsters are unequal in size 
and this is explained simply by the 
mechanical advantage of the larger one 

In spite of the many theories which have 
been put forward to explain the formation 
of double monsters, we have advanced 
very little since Aristotle’s definition of 
monstrosity, given in the 4th century B.c., 
* The monstrosity is contrary to Nature, 
not contrary to Nature taken absolutely, 
but contrary to the most usual course of 
Nature. Nothing in fact can be produced 
contrary to that Nature, which is both 
eternal and essential ’’. 

Or as Pliny puts it, ‘‘ Nature creates 
monsters tor the purpose ot astonishing us 
and amusing herself 


My thanks are due to Dr. G. P. Milne 
for permission to publish this case, to 
Dr. J. S. Fauls for the postmortem report 
and tor much help and advice, and to 
Dr. J. S. Fraser for the case history. 
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A CASE OF CORNUAL PREGNANCY SUBSEQUENT TO 
SALPINGOSTOMY 
BY 
CynTHiA Sanpys, B.M., B.Ch., M.R.C.O.G. 


Registrar in the Department of Obstetrics and Gynaecology 


In a paper contributed to this Journal last 
year Solomons (1949) comments on the 
comparative rarity of cornual pregnancy, 
and describes a case history. The following 
case is of interest since it occurred on the 
side of a Fallopian tube which previous 
investigation had shown to be obstructed, 
and following salpingostomy performed on 
the opposite tube. 


Mrs. G. B., a nullipara, aged 39, was admitted 
to the casualty department of this hospital on 
14th June, 1950, complaining of diarrhoea and 
abdominal pain of 12 hours duration, 

She had complained of dyspepsia for about 6 
months, and had been treated by dietary restric 
tion. 

In 1945, 3 years after marriage, she was investi 
gated for sterility at the Chelsea Hospital for 
Women, and was told that her Fallopian tubes were 
blocked. She was admitted to St. Andrew’s Hos 
pital, Dollis Hill, and Dr. P. A. Freeman has 
kindly supplied the following summary of the 


notes: 


14th October, 1948. Operation by Mr. Wilfred 

Shaw, under general anaesthesia by Dr. Langton 
Hewer 

1. Dilatation of cervix and insufflation. Tubes 

not patent. 

2. Lower midline incision, 

Tubes congenitally small and very kinked and 
tortuous 

Right tube not patent. 

Left tube was patent up to about ' inch 


from the uterus. It was divided, and the medial 
end of the lateral portion inserted into the cavity 


King’s College Hospital, London 
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of the uterus through a stab incision in the 


fundus.’’ 


The present history was that at 3 a.m. the 
patient awoke with lower abdominal discomfort and 
diarrhoea. During defaecation she was attacked 
by colicky lower abdominal pain, which caused 
her to faint. One hour later she experienced 
bilateral shoulder pain. Another loose stool was 
passed, and was followed by nausea and fainting 
The stools were dark but not tarry. The patient 
vomited once, and fainted on about 4 occasions 
on movement. 

The menstrual periods had been scanty but 
regular, and the last one was on 24th April, 7 weeks 
previously. There had been no vaginal bleeding or 
discharge. 

The patient's general condition was fairly good 
The temperature was 98.8°F., the pulse 102, of 
good volume, and the blood-pressure 110/60. 

There was tenderness, with guarding, over the 
whole abdomen, an area of maximum tenderness 
being located above the symphysis pubis. On 
vaginal examination the cervix was softened but 
not tender. There was marked tenderness over the 
uterine fundus, especially to the right, and in both 
fornices. Bimanual palpation was inconclusive on 
account of the tenderness. The external os was 
closed. 

These findings were sufficiently suggestive of 
ectopic gestation to warrant admission for observa 
tion. The temperature remained around 99°F 
overnight, and the pulse rate settled to 80/ minute. 
Pain and discomfort subsided without a sedative, 
and the patient felt well in the morning. It was 
decided to examine her under anaesthesia, and 
perform a laparotomy if an adnexal swelling was 
found. With good abdominal relaxation slight 
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enlargement of the uterus, compatible with a 
weeks gestation, was detected Ihe right ovary 
was palpat but not enlarged, and there was no 


swelling m either fornix 


The case was diagnosed as early pregnancy, with 
intercurrent bowel disturban 

Ihree hours later the patient suddenly became 
sh 1. The pulse was imperceptible, and the 


blood-pressure was 60/40. There was : 


pain and 


the patient reported that she felt mors nfortable 
than at any time since the pain began Blood 
transfusion was immediately started and was 


followed by rapid improvement in the patient's 


general condition In view of this improvement, 


laparotomy was delayed until pints of blood 
had bee given During this time abdominal 
rigidity developed, and shifting dullness was 
detected in the flanks At no time was there any 
vaginal bleeding 

At laparotomy about 3 pints of blood wer 
removed from the peritoneal cavity rhe right 


uterme cornu was enlarged, with a inch rupture 
on the superior surface, from which blood clot was 
till exuding No line of demarcation between 
uterus and cornu could be detected, so the cornu 
was excised medial to the rupture, oversewn, and 
peritonized with a loop of round ligament. The left 
Fallopian tube was narrow and about 1'. inches 
long, but otherwise normal 
Convalescen was satisfactory, and 3 months 
later a salpingogram was performed, with equi 
il result An exceedingly fine line appeared 
in the region of the left Fallopian tube, and a pin 


point opacity was seen on the left side in the 24 
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hour film Subsequent insufflation produced a 
slight trickle of gas through the left tube at the 


third attempt, at a pressure of 200 mm. of mercury 


The notable features of the case are: 

(1) Three attempts to demonstrate 
patency in the right Fallopian tube had 
failed and salpingostomy was performed on 
the left tube. 

(2) The site of implantation of the ovum 
was in the right cornu, so far medially in 
the interstitial portion of the tube that no 
demarcation between dilated cornu and 
uterus could be detected. 

(3) There was no vagina! bleeding at any 
time prior to the rupture. 

If it be accepted that the right Fallopian 
tube was blocked, then the ovum that 
embedded in the right cornu must have 
passed down the left tube (and across the 
uterine cavity); or else the spermatozoon 
that fertilized an ovum in the right tube 
must have passed up the left tube, and 
across to the opposite ovary. 


I am grateful to Mr. S. G. Clayton for 
permission to publish this case, and also to 
the R.M.O. at St. Andrew’s Hospital for the 
information about the previous operation. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A meeting of the Council was held recently in the College House with the 
President, Professor Hilda Lloyd, in the Chair. 


The President was appointed to represent the College on the General 
Medical Council. 


The Honorary Fellowship of the College was conferred on Dr. George 
William Kosmak of New York, U.S.A., Editor of the American Journal 
of Obstetrics and Gynecology, in recognition of his services to obstetrics 
and gynaecology. 


Mr. Geoffrey Keynes, M.D., F.R.C.S., and Dr. R. J, Minnitt, M.D., 
Ch.B., F.F.A., were elected to the Fellowship under the Rule permitting 
the election annually of not more than two practitioners who are not 
obstetricians or gynaecologists, but have made valuable contributions to the 
advancement of obstetrics and gynaecology. 


It was announced that Sir Arthur Sims had made a gift of securities to 
the value of over £25,000 to establish the Nancy Sims and Margaret Black 
Travelling Professorship Fund, the income from which will enable the 
College to appoint a senior obstetrician-gynaecologist to visit Australia and 
New Zealand and the other countries of the Commonwealth in alternate 
years. 


It was also announced that the Trustees of the Bernhard Baron Charitable 
Trust intended to make a gift of £10,000 to found a Travelling Scholarship. 


The following were admitted to the Membership of the College : 


Gerald Thomas Altimas. Conrad James Farr. 
James Darby Andrew. Balqis Fatima. 
Peter Raymond Blahey. William Rodgers Foote 
George Thompson Carson. Maurice Bickerstaffe Fox. 
Charles John Champ Harold Hugh Francis. 
Frederick Lawrence Clark. Anson Coburn Gardner Frost. 
rhomas Roy Clarke. William Douglas Giffen. 
William Walter Coppinger. Cyril Andrew Haxton. 
Brian Morrison Corkill. Hugh Andrew Henderson 
Eric Derk Crichton. Horace Frank Hills. 
Phomas Dean. Robert Hodkinson. 
Colin Noel DeGaris Ronald Hilborn Horne: 
William Donovan, David Rees Hughes. 
Hugh Patrick Dunn. fhomas Giles Ingram 
Isabel Lilian Dyke. Donald James McIntosh Irvine, 
Murray William Elliott. Henry Arnold Kelsey. 
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Devaki Kutty 

John Fielding Leaver 

James Lorne MacArthur. 
Donald Cameron McEwen 
Kenneth Turville MacFarlane 
Ishbel M irwaret Macrae 
Charles Mellis Hadden Mair 
Willard Douglas Marshall 
Helen Margaret Noble 
Koderick Henry O’ Hanlon 
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PRELIMINARY NOTICE 
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The subjects for discussion are : 
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Genital Tuberculosis in the Female. 


All communications relating to this Congress should be addressed to the 
Secretary: B. L. Jeaffreson, M.D.,F.R.C.S., F.R.C.O.G., 32 Park Square, 
Leeds, 1, England. 
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At a meeting « 


Har 


dent, Mr. H 


Professor F 


He pointed out 
The first 


first seen in Nove 


is rare 


dirty, there was a 


dilated He gave 


an intravenous g 


distension of the 


thought that the 


upon-Tyne, on Friday, znd June 


term with her first child 


very ill; the pulse 


delivery might improve her condition 


later she delivered herself norma 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


JUNE 1950 


4 the North of England Obstet 


rical and Gynaecological Society, held in News astle 


1950, the Presi 


vey Evers, was in the chair 


arquhar Murray demonstrated a 


Case of von Recklinghausen’s Disease’ in a 
} patient who had recently been delivered by 
: Caesarean section for placenta praevia 
: Mr. Frank E. Stabler described 
Two Cases or Recovery rrom Acute YELLOW 
Arropuy or THe LIVER 


that recovery from this condit:on 
patient was aged 25 years and was 
mber 1949. She was in labour at 
She was jaundiced and 
rate was 120 and the tongue was 


history of vomiting coffee grounds 


material for 5 days and the cervix was nearly fully 


but said that 
Three hours 


» a vad prognosis, 
lly and was given 
There was marked 


ibdomen so that, 


lucose dnp 
ilthough it was 


liver dullness was diminished, one 


could not be sure of this The ext day she 
improved, but the pulse-rate remained at 120 ind 

i the tongue became cleaner Three days after 

\ é delivery her condition began to deteriorate She 
. became semi matose and somewhat confused 
und it was assumed that the improvement which 
followed delivery had been only temporary and her 

condition was now w e tl t any time pre 
viously Paper chi itography showed a gross 
armino-actduria Othe bio he il tests n 

firmed th resence of massive nect s of the liver 
‘ She was immediately given an intravenous dnp of 
ktail isting of rmal salir pint glucose 

10 per cent, aneurin 50 mg., nicot namide 1oo mg 
ind riboflavine so mg. She was to have 3 pints of 


ind 


this pet day 


2 days she becarne 


pint 7) 
| tof plasma 


mentally 


During the next 


normal, started to take 
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things by the mouth and lost her abdominal! disten- 
sion. From then on her improvement was uninter- 


rupted 


A week after admission she was shown to have a 
macrocytic anaemia but marrow puncture showed 
normoblastic erythropoesis and no mé galoblasts 
were seen. It was thought that her jaundice and 
other symptoms were due to pernicious an 1emia of 
pregnancy, but the case gave rise to a great deal 
of discussion amongst the physicians. It was noted, 
however, that recovery from the anaemia was rapid 
when the patient was given folic a id and blood- 


transfusion 

Mr 
year he had been asked to see a case of twins in 
unother hospital and as he walked down the ward 


Stabler also said that in February of ths 


the medical superintendent pointed to some screens 
round a bed and said that a woman was dying of 
1cute yellow atrophy of the liver behind them. He 
asked if he might see her and agreed wholeheartedly 
with the diagnosis. Her condition appeared to be 
quite hopeless; she was jaundi ed, comatose and 
there was hiccoughs every third or fourth breath 
He also noted jerking movements and muscular 
twitchings and the liver dullness was di finitely 
reduced. This patient's blood pressure was 70/ 40, 
her temperature was sub-normal and her pulse-rate 
was 

Her history was that this had been her second 
pregnancy, the first having been uneventful. She 
though from 


oedema 


had not had any antenatal care, 


and 


30th week headache, breathlessness, 
occasional vomiting had been present. At 36 weeks 
she had delivered herself of a stillborn child, and 
after that coma and rapidly deepening jaundice had 
The blood urea 


and the urine contained albumen and many amin 
drip of 


supervened was 352 Ing. per cent 


acids. She was put on intravenou i pint 


of normal saline with '{ g. of potassium chloride, 


$0 mg. aneurin, 150 mg, riboflavin and 150 mg of 
nicotinamide and she was to have 3 pints of this 
a day with one bottle of plasma; vitamins were als 


jasma. In n 300 mg. of tocc 


every 


added to the additic 


pherol were given day and one mega-unit of 
g 


penicillin 


PA 
7 
by 
Of 
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The response was dramatic. Twenty-four hours 
later she was free from hiccoughs for short periods 
and was able to recognize relatives. Forty-eight 
hours after admission the jaundice was beginning to 
fade and the liver was increasing in size. During 
the first 24 hours she passed large amounts of blood 
per rectum for which she was given a blood trans- 
fusion and vitamin K. From then on her recovery 
was only interrupted by 2 incidents. One was a 
septic thrombophlebitis where the injection had 
been given and the other was an intracutaneous 
haemorrhage over the sacrum which later developed 
into a bedsore. Both these responded to appro- 
priate treatment 

An interesting feature is that she also showed a 
macrocytic anaemia almost identical with that of 
the first patient. Both from the biochemical and 


clinical aspects there was no doubt that this second 


case had recovered from acute yellow atrophy of 
the liver. Mr. Stabler said that it was reasonable to 
suppase that almost all these cases are associated 
with a macrocytic anaemia 


Discussion 

Dr. Latner said that he agreed with Professor 
Sheehan's contention that liver necrosis could only 
be accurately diagnosed postmortem if the exami- 
nation was carried out within one hour of death 
Conservative methods of treatment of this condition 
were related to cystein metabolism. Tocopherol 
illowed the liver to work at a lower cystein turn- 
over and allowed time for recovery. In yellow 
atrophy of the liver all thio-amino acids were in- 
creased in the blood. In the first patient bilirubin 
was directly reacting, there was a low blood protein 
and low prothrombin level, all points being against 
a diagnosis of pernicious anaemia although the blood 
picture resembled that of pernicious anaemia. In 
the second patient the diagnosis was equally 
definite 

Professor A. M. Claye asked if the use of chloro- 
form could be ruled out in both cases. 

Mr. C. H. Walsh said that a third case of acute 
vellow atrophy with recovery had been reported to 
the North of England Society by Bagshaw about 
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18 months ago. He asked about the present position 
regarding the accuracy of liver function tests. 

Mr. N. L. Edwards asked how the extraordinary 
changes in the size of the liver could be explained. 
He described a case of acute yellow atrophy with 
a twin pregnancy in which recovery took place 
when dextrose was given. 

In reply Mr. Frank E. Stabler said that neither 
patient had had chloroform. With regard to the 
rapid changes in the size of the liver he referred 
members to the photomicrographs in Nixon’s 
article. He said that in this condition the indi- 
vidual could shrink and re-expand and 
wondered whether the cells did really die or only 
shrink. 

Dr. Latner said that confusion was liable to arise 
between severe infective hepatitis and acute yellow 
necrosis of the liver. 


cells 


Mr. T. G. Robinson then recorded a case of 
EXxTRA-OVARIAN BRENNER TUMOUR 


This paper appears on page 890 of this issue. 


Discussion 

Mr. S. B. Herd wondered if it could be proved 
that the tumour had not arisen in aberrent ovarian 
tissue. 


Mr. F. J. Burke then read a paper on 
A Srupy oF 585 Cases OF VAGINAL HYSTERECTOMY 


This paper appears on page 912 of this issue. 


Discussion, 

Mr. H. Harvey thought that the most important 
stricture on this operation was the difficulty in the 
It was often very hard to deter- 
mine the degree of uterine fixity before operation 
was embarked upon. 

Sir William Fletcher Shaw pointed out that where 
hysterectomy had been carried out in addition to 
colporrhaphy it was the plastic operation which had 
cured the prolapse. 

Mr. Frank E. Stabler agreed with this observation 
and pointed out that if a good plastic operation 
were carried out in cases of prolapse the removal of 
the uterus did nothing to improve the results 


selection of cases. 
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HOSPITAL REPORTS 


KEPORTS OF THE ROTUNDA HOSPITAL 
ROM 181 NOVEMBER, 1940, TO 7TH NOVEMBER, 1947 


Vols, land I 


For seven years a Master of the Rotunda Hospital 
has supreme clinical control of a very large number 
of obstetric cases, and Dr. Nimian Falkiner's 


mastership was no exception During his period 


ot there were 26,512 deliveries in the 
hospital (intern maternity) and 11,632 deliveries 
on the district (extern maternity), making a total 
of 38,444 deliveries for which his was the ultimate 
responsibility Among these there were 77 
maternal deaths, which means a maternal mortality 
for the whole of 0.2 per cent This is no mean 
ichievement and it must be a source of satisfaction 
to the Master of those years 

It is fascinating in retrospect to trace through 
the pages of Dr. Falkiner’s critical surveys the 
changes im obstetric practice that took place during 
this time. We witness the passing of colonic lavage 
in the treatment of eclampsia; in the treatment of 
puerperal fever anti-scarlatinal serum gives place 
to prontosil rubrum and later the sulphona 
mides and then penicillin; in the treatment of 
haemorrhage blood transfusion is used liberally 
The importance of rhesus incompatibility is 
realized, and routine investigation of the blood for 
syphilis is urged Expectancy and Caesarean 
section play an increasing part in the treatment of 
placenta praevia; oxytocic drugs are given before 
the birth of the placenta in operative cases as 
& preventive against postpartum haemorrhage 
The indications for Caesarean section are widened 
until 45 per cent of these operations are done for 
indications other than disproportion 

On the social side, in spite of much excellent work 
done largely by voluntary charitable organizations, 
the social services were inadequate Unemploy- 
ment with its attendant poverty and misery was 
serious and this resulted in increased demands on 
The effects 
of the world war further aggravated the position 


the already strained social services 


Shortage of fuel and light was particularly trying 
especially in district practice. 


[he Bicentenary Congress to celebrate the two 
hundredth anniversary of the founding of the 
Hospital, although an unqualified success when it 
did take place, had to be postponed for 2 years, 
until 1947, because of world conditions. 

These two volumes add yet another notable 
ontnibution to the history of a great hospital 

ANTHONY W. PurRpIt 


ANNUAL REPORT OF THE CITY AND ROYAL 
BURGH OF EDINBURGH MATERNITY AND 
CHILD WELFARE SCHEME FOR THE YEAR 


1945 


his is a very comprehensive survey of the 
wtivities of Edinburgh's Maternity and Child 
Welfare Department 

Just how much is done for the women and 
children by a department of this kind may well 
surprise the reader finding the information in this 
concentrated form. The obstetrician is familiar 
enough with antenatal, postnatal, infant welfare 
clinics, domiciliary midwifery service and the like 
But here, in addition to these, is an account of 
almoning, home and domestic he ips, health visiting, 
mothercraft teaching, health supervision, ultra 
violet ray clinics, orthopaedic clinics, vaccination 
ind immunization, rheumatic clinics, day and resi- 
dential nurseries, registration of nurseries and child 
minders, toddlers’ playgrounds, to name only some 
of the services The principal relevant vital 
stafistics are prominently displayed and more 
detailed statistical tables occupy the second half 
of this 34-page report. 

There has been a slight rise in maternal mortality 
to 1.7 per 1,000 total births. Four of the 15 
mothers who died had not had any antenatal care. 
rhese 4 and another were regarded as preventible 
deaths. There is a rising incidence of institutional 
deliveries—77 per cent of the total births notified 
The infant death rate 
ind neonatal death rate were 34 and 19 respec- 


took place in institutions 


tively, per 1,000 live births 
ANTHONY W. Purp 
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PROPOSED MODIFICATION OF CLASSIFICATION OF 
CERVICAL CANCER 
We have been requested by Dr. Fred. L. Adair, the President of the 
American Committee on Maternal Welfare, to give publicity to the 
following statement. 


Wuereas the so-called League of Nations’ 
Classification of Carcinoma of the Uterine 
Cervix is now in common use in many 
countries, but is not used exclusively in 
the United States of America, it is desir- 
able that this classification, or an accept- 
able modification thereof, be adopted 
universally in order to reach a common 
ground of understanding. Therefore, a 
Committee of duly appointed representa- 
tives of the 
Section of Obstetrics and Gynecology ot 
the American Medica! Association, the 
American Associations of Obstetricians, 
Gynecologists, and Abdominal Sur- 
geons and the American Gynecological 
Society, 
meeting in session with the Editorial Com- 
mittee of the Annual Report of the Re- 
sults of Radiotherapy in Carcinoma of the 
Uterine Cervix on the occasion of the In- 
ternational and Fourth American Con- 
gress on Obstetrics and Gynecology at New 
York City on 14th-roth May, 1950, has 
agreed to propose the following modifica- 
tion of the classification adopted by the 
Health Organization of the League of 
Nations in 1937: 


Stage O 

Carcinoma in sitse—also known as 
pre-invasive carcinoma, intra-epithelial 
carcinoma and similar conditions. 


Stage 1 
The carcinoma is strictly confined to the 
cervix, 


Stage II 

The carcinoma extends beyond the cer- 
vix, but has not reached the pelvic wall. 
The carcinoma involves the vagina, but 
not the lower third. 


Stage 

The carcinoma has reached the pelvic 
wall, (On rectal examination no “ can- 
cer-free’’ space is found between the 
tumour and the pelvic wall.) 

The carcinoma involves the lower third 
of the vagina. 


Stage IV 

The carcinoma involves the bladder or 
the rectum, or both, or has extended be- 
yond the limits previously described. 


Be it resolved that this Classification be 
termed the International Classification of 
the Stages of Carcinoma of the Uterine 
Cervix, and that all organizations con- 
cerned with the problem on hand be ap- 
proached to consider its adoption. 


COMMITTEE 
(Section of Obstetrics and Gynecology, 
American Medical Association) 
Roy Calkins, M.D. 
Walter Dannreuther, M.D. 
William Mengert, M.D. 


(American Gynecological Society) 
Herbert Schmitz, M.D. 
Ludwig Emge, M.D. 

William P. Healy, M.D. 


(American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons) 
Bayard Carter, M.D. 
Robert Faulkner, M.D. 
James Corscaden, M.D. 


(Editorial Committee, Annual Report of 
Results of Radiotherapy in Carcinoma of 
the Uterine Cervix) 
James Heyman, M.D. 
Malcolm Donaldson, M.D. 
Joe V. Meigs, M.D. 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review im conjunction with the 


Abstracting Service of the British Medi 1] Association. All the abstracts of this service 
ind gynaecological literature and literature on the new-born are 


which cover obstetrical 


it our disposal. The Review will, however, contain in addition abstracts and titles of 


I though not of sufficient general interest for publication in the monthly 


article which 


published by th British Medical Association, are yet sufficiently important for 


wcialist journal 
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REVIEW CF CURRENT LITERATURE 


ANATOMY 
2312. The Pelvis with a Horizontal Symphysis. 


(Les bassins & symphyse horizontale. ) 
By P. Brautt and J. Dusios. Gynéc. et Obstet. 
49, 307-311, 1950. 2 figs. 


2513. A Method of Isometric Pelvimetry with Ac- 
curate Outlet Measurements. 

By E. Treprow and A. M. LILIENFELD. 
J. Obstet. Gynec. §9, 125-132, Jan., 1950 
10 refs 

The authors describe a new method for obtain- 
ing accurate pelvic outlet measurements, They are 
of the opinion that most of the erroneous predic- 
tions of dystocia made on the basis of pelvimetry 
are due to some unknown factor altering the 
predictability of the outlet plane or to an inaccu- 
rate method of determining the capacity of the 
outlet. In an earlier investigation (as yet unpub- 
lished) they found, using a preserved foetus and a 
dried pelvis with contracted outlet, that the con- 
ventional intertuberous diameter was not involved 
in obstruction to the passage of the foetal head; 
neither were the ischial tuberosities found to be a 
factor in the failure of forceps delivery in this 
situation. The foetal head either impinged on the 
pubic arch or the tip of the sacrum in its descent, 
or it impinged on the tip of the sacrum as the head 
was extended after the occiput had passed under 
the arch. Therefore a new method of radiological 
evaluation was sought 

The pubic arch film is taken with the patient 
sitting with a cassette beneath her, and stooping 
forward as far as possible, while the tube is centred 
over the tuberosities. If the patient could be got 
to stoop forward sufficiently to bring the ischio- 
pubic rami parallel to the film in all cases, evalua 
tion of the outlet would be extremely simple. 
Allen states that each film should be checked to 
determine the amount that each particular patient 
deviates from this ideal position, and in those cases 
where the deviation is significant the films should 
be discarded. The angle to which the patient 
stoops could be determined by calculation from 
different measurements on the pubic arch films 
and the lateral view. If the films are found to be 
satisfactory, that is, if the angle of stoop is negli- 
gible, then a semicircle with a diameter of 103 mm. 
(representing a foetal head distorted proportion- 
ately as the pubic arch is distorted), is super- 
imposed on the pubic arch film. The symphysis- 
biparietal (S-BP) diameter is then read directly 
with a non-distorted ruler and calipers are used to 
determine that distance on the distorted ruler of 
the lateral film. One end of the caliper is then 
placed on the lower and inner border of the 
symphysis on the lateral film and the other end is 
used to mark an arc of a circle on the film in the 
region of the spines, the radius of the arc being the 
S-BP distance. A line is then drawn from the 


Amer 
5 figs., 
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lower inner border of the symphysis to the tip of 
the sacrum and the point where this line crosses the 
arc is used as the anterior end point of the 
‘available posterior sagittal’ diameter of the 
outlet. The posterior end point of this diameter is 
the tip of the sacrum. Obviously the length of the 
available posterior sagittal diameter varies with 
the amount of space wasted under the symphysis 
and with the position of the tip of the sacrum. 
These are the most important factors in obstruc- 
tion of labour at the outlet. 

The authors have improved upon the method 
and table used by Steele and Jarvet, by lowering 
one half of the table length by 25 degrees. There- 
fore, when the patient is lying on the table so that 
the tuberosities are at the junction of the hori- 
zontal and lowered portions, the femora are also 
lowered about 25 degrees so that they are thrown 
clear of the symphysis on the lateral film; and 
further, when the table is used for the pubic arch 
film, it permits the patient to stoop further and 
thus increases the accuracy of the measurements. 
The authors mention an additional feature which 
may influence the capacity of the outlet, and that 
is the angle which the ischio-pubic rami make with 
a line drawn from the lower inner border of the 
symphysis to the tip of the sacrum. If this angle 
is narrow, it would seem that the foetal head would 
encounter the pubic arch sooner, the possibility of 
its passing freely through the birth canal being 
thus decreased. 

{Unfortunately the authors have failed to give 
any of their results with this new method, and 
have also not been able to obtain definite data 
which permitted a quantitative assay of the size of 
the outlet. It is hoped that eventually they will be 
able to present a sufficient number of cases to pro- 
vide a numerical figure for the available posterior 
sagittal diameter, which might be used for guid- 
ance of the obstetrician and radiologist. } 

J. Rabinowitch. 


2314. A Study of Midpelvic Contraction. 


By H. THoMs and R. H. Wyatt. Amer. /. 
Obstet. Gynec., 59, 424-428, Feb., 1950. 7 refs. 

This series of 167 cases of midplane pelvic con- 
traction is added to 153 cases previously reported 
from the Yale University School of Medicine. 
The midplane lies at the level of the ischial spines, 
and note was taken of both antero-posterior and 
transverse diameters. The authors support the 
view that ‘‘ the course of labour is most eventful 
at the line of the ischial spines particularly in 
occipito-posterior positions and that neither 
the inlet morphology nor outlet configuration offers 
any indication of the capacity of the midpelvis "’. 

All measurements were made radiologically. On 
the criteria adopted, among 1,009 consecutive 
primigravida there were 350 cases of contraction 
in one or both mid-plane diameters. Out of 287 
of these cases confined in hospital, 167 showed 
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midplane transverse contraction with of without 
shortening The 
labour in these 167 cases is analyzed. With a trans- 
verse diameter of less than 10 cm., 43.5 per cent 
required operative delivery. When there was also 
shortening of the antero-posterior diameter 53.9 
per cent required operative delivery, and with a 
transverse diameter of 9.5 cm. the comparable 
figure was 64.5 per cent 


antero-posterio outcome af 
4 ior 


The authors stress the importance of midplane 
contraction in determining the outcome of labour 
and make a plea for routine X-ray pelvimetry in 


primigravidac G. Natn 


2415 Rediographic Assessment of Uterine Func- 
tion. (Was kann man aus dem Rontgenbild des 
Uterus hinsichtlich seiner Funktion ablesen 

By E Fortsch. Réntgenst., 73, 181 
8y, June 1950. § figs., 2 refs 


PuILIve 


2416. Histological Studies on the Nerve Supply of 
the Uterus. 


von der Nerveny 


By K 
10% 19 he 


Histologische Untersuchungsergebnisse 
weorgung des Uterus.) 


Gyndk., 177. 454-391, 
tnbhography 


Korren Irch 


2417. The Blastic Fibres of the Human Fallopian 
Tube and their Changes at Various Ages. (Le fibre 
elastiche dell'ovidutto umano e loro modificazioni 


elle varie eta.) 


G. Sant. Att tlal. 33. 413-328, July 


Aug. 1950. 8 figs., 47 refs 


2418. The Absorptive Properties of the Pelvic Peri- 
toneum in the Female. (In Russian 

By A. L. Braups fhush. Ginek., No. 1, 8-14, 
Jan. -beb 1950 


Macroscopical and microscopical investigations 
were carried out on the structure of the peritoneum 
of the pouch of Douglas and the peritoneum of the 
pubic ends of the round ligaments Both these 
ireas were shown to contain cavities in the peri 
toneum closed at the top by the cells of meso 
thelium, basal membrane, separate collagen forma- 
tion and elastic fibres At the other end and 
laterally these cavities formed a funnel, the begin 
ning of a lymphatic vessel. No similar structure 
was found in the peritoneum of species other than 
the human 


Further experiments have shown that these 
funnels are actively engaged in absorption from the 
Through them particles of the 
size of erythrocytes can pass without difficulty. It 
is assumed that these cavities represent the path 
of absorption of such drugs as antibiotics, and of 
spread of such diseases as cancer. It is known that 
cancer cells may float freely in the abdominal 
cavity E. W. Collis 
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2419. Waking Temperatures and Reproductive 
Functions in Women. 
By I. H. Muts. St Thom. Hosp. Gaz., 48, 
116-125, July 1950. 9 figs., 18 refs 


2320. The Dating of Ovulation and Other Ovarian 
Crises by Histological Examination in Comparison 
with the Farris Test. 

By G. W. Corner, E. J. Farris, and G. W 
Corner, Jnr., Amer. J. Obstet. Gynec., 59, 514 
528, Mar. 1950. 8 figs., 16 refs 

The authors report the results of an investiga 
tion to determine the accuracy of the Farris test 
study of ovarian hyperaemia in the rat after injec- 
tion of patient's urine) for ovulation, which 1s 
based on the presence of a gonadotrophi substance 
in the urine of women on the 4 days preceding 
ovulation. This test was performed in 39 patients 
due for operation in the following fortnight; at 
operation specimens of ovaries and endometrium 
were removed for histological examination, Thus 
the date of ovulation could be determined in three 
ways: by histological study of the corpus luteum, 
by histological study of the endometrium, and by 
the rat test. In 30 patients ovulation occurred, 
ind in 26 of these the result of the urinary test 
wreed with the histological data to within cne 
day, while in the other 4 cases there was a dis 
crepancy of 2, 3, or 4 days. Of the 9 patients who 
failed to ovulate the urinary-test findings agreed 
with the histological data in 3 cases, but in 6 cases 
the former test gave a false-positive result; each of 
these patients was found to have a large follicular 
cyst with retrogressive changes in the granulosa 

The accuracy of this test for ovulation is not 
compared with that of the basal temperature 
chart, which is probably the most useful test so 


far available W. A. Mill 


2421. The Action of Aqueous Corpus Luteum Ex. 
tract upon Uterine Activity. 

By J. C. Krantz, H. H. Bryant, and C. J 
Carr. Surg. Gynec. Obstet., 90, 372-375, Mar 
1950. § figs., 5 refs 

The activity of aqueous extracts of corpus 
luteum on the uterus has been the subject of many 
investigations. Most of these involved the excised 
muscle and proved unreliable. In the investigation 
reported here, animals with the uterus intact were 
used. A method is described whereby the relaxant 
action of aqueous luteal extract in vivo can be 
positively demonstrated on the uterus in situ. 
This phenomenon of relaxation was observed 
during a series of experiments with guinea-pigs, 
while investigation was made of the suggested 
reversal of adrenaline activity by the aqueous 
prepard@nons. Definite relaxation of 
tonus and decrease in amplitude of contractions 
were apparent after 4 single intravenous injection 
of aqueous corpus-luteum extract. In many cases 
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the activity of the uterus ceased completely for 
several minutes. 

The method of assay is based on the creation 
and maintenance in the test animal of a uniform 
endocrine picture. The test animals were young 
virgin guinea-pigs approaching sexual maturity. 
Pregnant animals were not used, owing to uncer- 
tainty about the stage of gestation. The injection 
of 0.1 mg. of an oestrogenic preparation sub- 
cutaneously 7 to 12 days beforehand caused proli- 
feration of the uterus to the size of a 20-day 
pregnancy, and this prepared uterus presented on 
the kymograph a regular pattern of activity. 
Similar tests were carried out on young female 
rabbits, with equal results. Solutions of the 
preservative chlorobutanol, used in commercial 
lutein preparations, were also tested; they did not 
diminish uterine activity. 

Progesterone had no relaxing effect upon the 
uterus tin situ Lilian Raftery 

2322, Premenstrual Symptoms, the Vegetative 
Nervous System, and the Normal Menstrual Cycle. 

Primenstruelle Beschwerden, vegetatives Nerven 
system und normaler Menstruationszyklus. ) 

By O. Santorr. Z. Geburtsh, Gyndk., 133, 
107-124, 1950. 8 figs., bibliography. 

2323. A Study of the Changes in the Cytology of 
the Urinary Sediment During the Menstrual Cycle and 
Pregnancy. 

By P. F. E. S. Taytor, and R. W. 
Wurreneap. Amer. ]. Obstet. Gynec., 60, 64-74, 
July 1950. 77 figs., 17 refs. 

2324. Systemic Plasma Progesterone Levels during 
the Human Menstrual Cycle. 

By T. R. Forses. Amer. J]. Obstet. Gynec., 60. 
180-186, July 1950. 5 figs., 27 refs 

2325. Daily Variations in Basal Metabolic Record- 
ings Throughout the Entire Menstrual Cycle Deter- 
mined at Home under Ideal Circumstances. 

By R.S. Mrccen and J. HinpMan. Med. Times, 
N.Y., 78, 350-352, Aug. 1950. 3 figs., 3 refs. 

2326. Changes in the Antihistaminic Properties of 
Serum During the Menstrual Cycle. (Les variations 
du pouvoir antihistaminique du sérum au cours du 
cycle menstruel.) 

By A. Netrer, P. Picarp, and —. CHAN-NAM- 
Tst. Bull, Mém. Soc. méd. Hop. Paris, 66, 1077- 
1080, June 16, 1950. 

2327. Precipitation of Menstrual Bleeding in Mon- 
keys by a Folic Acid Antagonist. 

By M. X. Zarrow, F. L. Hisaw, and H., A. 
SaLHANICK. Science, 112. 147, Aug. 4, 1950. 
5 refs, 

2328. Preliminary Experiments on the Presence of 
a Uteromotor Cortical Centre. (Primo contributo 
sperimentale alla conoscenza di un centro corticale 
uteromotorio. ) 

By W. Incrutta and S. Principe. Riv. Ostet. 
Ginec., 5, 5-12, Jan. 1950. 6 figs., 8 refs. 
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2329. Contractility of the Human Uterus Recorded 
by New Methods. 
By H. Atvarez and R. Catpgyro. Surg. 


Gynec. Obstet., 9], 1-13, July 1950. 21 figs., 
33 refs 

2330. Questionable Necessity of the Corpus 
Luteum, 


By E. Metinkxorr. Amer, J. Obstet, Gynec., 
60. 437-439, Aug. 1950. 6 rets 


2331. The Effect of Orgasm on the Heart. (Das 
Herz im Orgasmus.) 

By G. Kiumeres and H. Kieinsorce. Med. 
Klinik, 45, 952-958, Aug. 1950. 7 figs 


2332. A Method of Quantitative Analysis of Preg- 
nanediol in Urine. [In Russian.| 

By G. V. ORDINETS Ahush. Ginek., No. 2, 
24-28, Mar.-Apr. 1950 

Applying the qualitative method of Guterman 
to the estimation of pregnanediol in urine the 
author has modified it and expresses the results 
quantitatively in photometric units. It is proposed 
to apply this method in estimation of the amount 
of pregnanediol in the course of pregnancy and in 
various abnormalities of the corpus luteum. 

E. W. Collis 


2333. Urinary Excretion of Pregnanediol in 
Human Subjects Following the Administration of 
Progesterone and of Pregnane-3, : 20.-diol. 

By I. F. SOMMERVILLE and G. F. MARRIAN. 
Biochem. ]., 46, 285-289 and 290-296, Mar. 1950. 
8 figs., 26 refs. 

As an accurate method is now available for 
estimating urinary pregnanediol excretion levels 
below 10 mg. in 24 hours, these papers from the 
Department of Biochemistry, University of Edin- 
burgh, record the reinvestigation of the conversion 
of administered progesterone in human subjects. 
On each of 2 consecutive days 60 mg. of proges- 
terone was administered intramuscularly to 6 
healthy postmenopausal women, 3 young men, 
and 4 hysterectomized women. From 9.1 to 16.0 
per cent of the amount injected was subsequently 
excreted in the urine as pregnanediol. As there is 
no appreciable difference between the groups it is 
concluded that the post-menopausal uterus plays 
no significant part in the reaction. When the pro- 
gesterone is given orally (60 mg. for 2 days) an 
earlier and more rapid excretion of pregnanediol is 
obtained. 

Three postmenopausal women were treated for 
at least 6 days by daily injections of 30 mg. of 
oestradiol benzoate before the progesterone 
administration. The pregnanediol excretion was 
constant and not significantly altered. It is con- 
cluded that the histological state of the endo- 
metrium has no influence on the conversion. The 
urinary pregnanediol excretion in the 3 young men 
after oral administration of pregnane-3a : 200-diol 
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on 2 successive days was very similar to that fol- 
lowing oral progesterone 


The additional '' pregnanediol excreted by a 
pregnant patient after two injections of proges- 
terone was 34.9 per cent of the administered 
progesterone in one experiment and 44.0 per cent 
in the other The endogenous pregnanediol 
excretion in three control periods in the same 
patie nt was constant 

On normal postmenopausal women it was shown 
that continued intramuscular or oral adsninistra 
tion of progesterone for periods up to 27 days 
produced a daily urimary pregnanediol excretion 
level, which reaches a plateau on the second or 
third and is maintained until the fifth to 
eighth days. A second plateau is reached from the 
twelfth to the sixteenth day This “* priming ” 
effect is dependent on the presence of the uterus 
The experiment was repeated on 3 normal men and 


days 


4 hysterectomized women, and no such “ prim 
ing effect was found D. W. Higson 
2444. The Estimation of Pregnanediol in Urine. 
By Med. J. Aust., 1, 838-843, 
June 24, 1950. 13 refs 
2435. Urinary Excretion of Neutral 17-Ketos- 
teroids. (Eliminacion urinaria de 17-cetoesteroides 
neutros } 
By G. Reouttro Castro, }. Lucas GALLEco, 


and A. Sanros-Rutz. Acta ginec., Madr., 1, 


6 refs 


273 


276 


1950 


2446. The Influence of Hexoestrol Implantation on 
the Metabolism and Endocrine Organs of Female Rats. 
(Der Einfluss von Hexostrolimplantation auf Stoff 


wechsel und endokrine Organe weiblicher Ratten.) 

By A. Linpner, I. SatKe, and O. VOELKEL 
Wier W 62 401-404, June 9, 1950 
25 reis 


\4). Anti-hyaluronidase Activity of Liquor Folli- 
culi and its Possible Relation to Anticoagulant Sub- 
stance. uttivitA anti-ialuronidasica 
del liquor follicuh e cor \e mi sul sui possibili 
inticoagulante.) 


Ostet 4, 633-044, 


(Osservazioni sull 
razi 
rapporti con la sostanza 


By V. Patra. Re 
Oct. 19490. 1 fig 


Crinec., 


20 refs 
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338. Compulsory Medical Examination Before 
Marriage in France. (L'examen médical obligatoire 
avant le mariage en France.) 

By H.C. Krarer. Praxis, 38, 1133-1134, Dec 


249 1940 


Ihe author, who has been the doctor to the pre 


marital medical consultation clinics of the Canton 
of Vaud 
discusses the 
cribes the 


since their inception in January, 1930, 
of such consultations and des 


facilities in France and in 


value 
present 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


60. 239-250, Aug 


thon 


General 
tur den praktischen Arzt.) 


Switzerland He compares routine medical 
examinations before marriage, which he conducted 
in association with antenatal and gynaecological 
consultations, with routine general medical inspec 
tions, such as those first instituted by the American 
life assurance companies 

Pre-marital medical consultations were first 
organized in Germany and in Italy, but it was in 
France, during the war, that they were first made 
compulsory He quotes Article 63 of the French 
Code, which makes it illegal for a civil officer to 
conduct a marriage ceremony until a medical 
certificate, on a prescribed form and of recent date, 
has been produced by each applicant stating that 
an examination has been made. Certain condi- 
tions are laid down before such a certificate can 
be granted. The examination must include a 
general medical examination with special emphasis 
on contagious or other conditions likely to prove 
detrimental to the partner or the offspring; radio- 
logical examination of the chest for the detection 
of tuberculosis; and serological tests for venereal 
The results are strictly confidential and 
may be communicated only to the person con- 
cerned. It is impossible to marry in France 
without such a medical certificate, except in rare 
instances such as death-bed marriages. 

These medical examinations are normally carried 
out by the family doctor, but other arrangements 
are available for necessitous persons. The majority 
of people submitted willingly; protests usually 
indicated a desire to hide something. 

E. V. Saunders-Jacobs 


diseases 


2330. Premarital Prophylaxis and Estimation of 
Reproductive Ability. (Profilassi pre-matrimoniale e 
idoneita alla funzione riproduttiva.) 

By E. Moracct. Riforma med., 64, 573-576, 
May 27, 1950. 16 refs 


2340. An Evaluation of the Newer Obstetrics. 
Presidential Address. 

By G. KAMPERMAN. Amer. J]. Obstet. Gynec., 
1950. 30 refs 
2341 


An Integrated System of Community Blood 
Banks in California. Their Réle in Obstetrics and 


Gynecology. 


By J. R. Upton. West. J]. Surg. Obstet. Gynec., 
58. 380-385, July 1950 
The Values and Methods of Prenatal Educa- 


2342 


By E. W. Oversrreer. West. J. Surg. Obstet. 
Gynec., 58, 361-370, July 1950. 4 figs 


2343. Guiding Principles of Obstetrics for the 
Practitioner. (Geburtshilfliche Richtlinien 


By H. HEIDLER 
1093, Aug. 26, 1950 


Neue med. Welt, 1, 
22 refs. 
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REVIEW OF CURRENT LITERATURE 
PREGNANCY. 
NORMAL 


2344. Pregnancy and Labor Experiences of Elderly 
Primigravidas. 

By E. G. Warers and H. P. Wactr 
gan med. Soc., 49, 435-439, Apr. 1950. 


2345. Water Metabolism in Pregnancy. 
idrico e gravidanza.) 

By P. SPANIo and A 
ginec., 2, 271-280, July 1950 


2346. Hematological Changes and Iron Metabolism 
of Normal Pregnancy. 

By C. E. Ratu, W. Caton, D. E. Ret, C. A. 
Finca, and L. Conroy. Surg, Gynec. Obstet., 90. 
320-326, Mar. 1950. 3 figs., 28 refs. 

Since 1835, when Nasse first described anaemia 
in pregnancy, much has been written regarding 
haematological changes in pregnancy. The purpose 
of the present article is to present a composite 
picture of the blood changes throughout preg- 
nancy, with particular reference to iron meta- 
bolism. It was anticipated that the measurement 
of serum iron and iron-binding capacity would 
reflect the iron needs of the pregnant woman and 
contribute to an understanding of the ‘‘ physio- 
logical ’’ anaemia of pregnancy. The leucocyte 


J. Michi- 


(Ricambio 


Costucurta. Minerva 


46 refs 


changes in pregnancy are of interest because they 
resemble those produced by adrenocortical stimu- 


lation. 

Thirty patients were included in this study, of 
whom 21 were observed at monthly or bi-monthly 
intervals throughout pregnancy and the puer- 
perium. Of these 21, 13 were primiparae and 8 
were multiparae. All were ambulatory, in good 
health, and had a normal dietary background 
without previous history of haematological 
disorder. The diets of all patients throughout 
pregnancy were considered adequate. 

The average erythrocyte count fell from 
4,460,000 per c.mm. in the second month to 
4,170,000 during the 6th month. There was a 
corresponding fall in haemoglobin value from 13.5 
to 12.7 g. per 100 ml., and in haematocrit from 
39.5 to 36.7 per cent. These values returned 
slightly toward normal during the 9th month and 
rapidly regained normal levels after delivery. The 
mean corpuscular volume remained almost con- 
stant at 89 c.u, the mean corpuscular haemoglobin 
at 30 wug., and haemoglobin level at 34 per cent. 
Reticulocyte count showed a moderate increase 
from the 4th to the 6th month. The mean leuco- 
cyte count was 9,500 per c.mm. as early as the 
second month and remained fairly constant until 
delivery, climbing to 12,700 in labour and to 
16,400 during the first few hours post-partum. The 
polymorphonuclear leucocyte count rose slightly 
in the later months, while there was a slight 
lymphopenia. There was a fall in the total 
eosinophil count, accentuated during labour and 
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the immediate post-partum period, with a normal 
count again 2 to 4 weeks after delivery. 

Serum bilirubin values were well within normal 
limits. The serum iron values were 111 for the 
first, 123 for the second, and 112 ~g. per too ml. 
for the third trimester, During labour the serum 
iron level was 97, but within 24 hours post-partum 
this rose to 140 wg. per 100 ml, Later post-partum 
values averaged 97 »g. Total iron-binding capacity 
of the serum was found to average 290 mg. +32 
during the first trimester, 313 #g.+40 during the 
second trimester, and 336 per 1oo ml. +45 
during the last trimester. In the immediate post- 
partum period the total iron-binding capacity rose 
to 410, returning to normal by the eighth week. 

There is little need for iron in the first trimester, 
and since iron given prophylactically is probably 
not absorbed and nausea and vomiting are so fre- 
quent, it seems undesirable to administer it at this 
stage. The only period when the iron requirements 
might exceed the ability to assimilate iron would 
be the last trimester. In this study no instance of 
iron deficiency was observed. Those with an iron- 
deficiency anaemia in pregnancy probably have an 
iron deficiency at the outset of pregnancy. 

Lilian Raftery 


2347. Plasma Volume Late in Pregnancy. 

By C. E. McLennan. Amer. J, Obstet. Gynec., 
59. 662-666, Mar. 1950. 1 fig., 9 refs. 

Plasma volume was determined in a group of 
33 women about 4 weeks from term and again in 
23 of them before delivery. Plasma volume was 
determined also in 33 women at term and in 20 
normal women of child-bearing age. An average 
increase in plasma volume of 14 per cent of normal 
was found in the 33 women observed one month 
before delivery. Of the 23 women who were re- 
examined at term, 17 had a smaller and 6 had a 
slightly larger plasma volume. For the entire 
group of 56 women examined at term the mean 
value was slightly less than for those examined at 
36 weeks, but this was not found to be statistically 
significant 

It is suggested that the diminution in plasma 
volume during the last week of pregnancy is not 
sufficient to cause any improvement in cardiac 
function. The authors believe that there is nothing 
to be gained by early induction of labour in cardiac 
patients, since studies of other ‘' phases of the 
circulating load '’ indicate that there is some slight 
diminution in the burden during the last weeks of 
pregnancy. Margaret C. S. Binnie 

2348. Changes in the Blood and Pregnancy. 
(Alteracoes do sangue e gravidez.) 

By J. Lerre. An. brasil. Ginec., 15. 329-344, 
Apr. 1950. Bibliography. 

2349. Haematologic and Other Findings in Normal 
Pregnant Femaies. [In English.] 

By B. V. Kornari and Y. M. Buenpe. Indian 
J. med. Res., 38, 187-195, Apr. 1950. 7 refs. 
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2350. Inorganic Phosphorous Levels in the Serum 
of Pregnant Women of Working Class in Caracas. (1! 
fosforo imorganico del suero en myjeres embarazadas 
de la clase trabajadora de Caracas.) 

By F. Venenzt and J. Dorn Ret 
ginec., 9, 256-262, 1949. 1 fig., 11 refs 


obstet 


2451. Pregnancy Hemoglobin Levels in the Rural 
South. An Evaluation of the Use of the Copper Sul- 
fate Screening Test in Clinics. 

By J. H. Ferouson. Amer. J]. Obstet. Gynec, 
GO, 411-415, Aug. 1950. 9 refs 

2492. Changes in Platelet 
Pregnancy. [In Russian 

By E. M. Lioztna 
51, July-Aug. 1950 


Formation During 


Akush. Ginek No 4. 46 


2454. The Uterine Cervix During Pregnancy. 

By E. J. Mugxrny and P. A. Hersur. Amer. J 
Obstet. Gynec., $9, 384-390, Feb. 1950. 4 figs., 
16 refs 

Physiological changes occurring in the cervix of 
the pregnant uterus are most marked in the endo 
cervical mucosa and glands. The former pro 
liferates, tends to become stratified, and dips down 
into the underlying stroma. The glands increase 
in activity, become racemose, and their epithelium 
becomes infolded into the lumen The authors 
have investigated changes in the portio vaginalis 
during pregnancy, with particular reference to 
precancerous conditions and decidual reactions 
Biopsies were taken with an ethmoid snare from 
the cervices, both healthy and eroded, of 25 primi 
gravidae and 25 multiparae, including white and 
Bu psy was performed between 
the 6th and 42nd weeks of pregnancy, bleeding was 
controlled by pressure, and no patient aborted, 
went into premature labour, or became infected 


negro patients 


The specimens were stained with hematoxylin and 
eosin 

[he endocervical findings previously recorded 
by others were confirmed. The squamous epithe 
liu was thickened in its superficial layers, but 
basal-cell hyper-activity was present in only 6 per 
cent. Epidermization or squamous-cell metaplasia 
of the columnar epithelium was present in ipproxi 
mately 20 per cent; 64 per cent showed inflam 
matory cell infiltration, and in 42 per cent this was 
found at the squamo-col junction. This 
finding was nearly three times as common in 
multiparae as in primigravidae and the possible 
relation of this to carcinoma of the cervix is 
discussed 


Decidual changes were found in 22 per 
cent, but always in association with erosions or 
polypi, thus suggesting a possible relation between 
tissue hormone concentration, inflammation. and 
J Stallworth, 


Carcinoma 


2454. Behaviour of the Uterus in Early Pregnancy. 
By A.C. Parmer. Proc. R. Soc. Med., 43, oo 
Feb 19050. hes 
The author describes as a physical sign of early 


5 refs 


pregnancy a rhythmic contraction of the uterus, 
most evident between the 4th and Sth weeks of 
pregnancy, and from then onwards becoming more 
difhcult to elicit At 4 to 8 weeks the cycle is 
described as being one of 30 seconds contraction 
and 30 seconds relaxation. The figure of 30 seconds 
for the contraction phase appears to remain con 
stant, but the duration of the relaxation phase 
steadily increases during pregnancy until at 16 
weeks its length is 8 minutes. The rhythm con- 
tinues during anaesthesia, but the relaxation phase 
is prolonged In threatened miscarriage and in- 
complete abortion it is unchanged. The author 
suggests that the purpose of this rhythm is the 
supply of nutriment to the ovum before the forma- 
tion and establishment of the placental circulation 
He regards it as a certain method of diagnosing 
pregnancy between the 4th and 8th weeks, and 
states that with practice it is not difficult to 
M. Holden Lloyd 


2355. Observations on the Origin of the Lower 
Uterine Segment in Pregnancy. 

By F. J. Browne, Proc. R. Soc. Med., 43, 103 
105, Feb. 1950. 2 figs., 4 refs. 

The three main views on the origin of the lower 
uterine segment in pregnancy (from the expanded 
isthmus, from the lower part of the corpus uteri, 
and from both the isthmus and the lower part ol 
the corpus uteri) are discussed 

The author describes an interesting personal case 
in which, at lower-segment abdominal hystero 
tomy performed 71 days after the first day of the 
last menstrual period, the uterine incision made 
half an inch (1.25 cm.) below the upper level of 
firm attachment of peritoneum was found to be 
below the level of the internal os. In a second, 
similar, personal case operation was performed 78 
days after the last menstrual period; the incision 
was made one inch (2.5 cm.) below the line of firm 
attachment of peritoneum, and was found to enter 
the uterine cavity. This finding appears to be 
good evidence that a contribution is made to the 
lower segment by the isthmus 

he author believes that the true origin of the 
lower uterine segment in pregnancy is from both 
the isthmus and the lower part of the corpus uteri, 
because if the isthmus alone were involved expan- 
sion to 16 times its resting size would be necessary 
compared with 4 to 6 times for the uterus as a 
whole), because of the functional significance of 
the loose peritoneal covering of the lower part of 
the corpus uteri, and because the almost invariable 
site of a constriction ring is above the internal os 
(the approximate site of the anatomical internal 
os) M. Holden lloyd 


24356. Substances in the Placenta with Metabolic 
Effects. (Stoffwechselwirksame Substanzen in der 
Plazenta. ) 

By W. and R. Konrer. Geburts. u. 
Frauenheilk., 10. 544-549, July 1950. 7 figs. 
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2357. The Coagulant Properties of Amniotic Fluid. 
(Die gerinnungsfordernde Eigenschaft des Frucht 
wassers.) 

By F. D. RENDELSTEIN 
100. 533-534. Aug. 26, 1950 

2358: Liquor Amnii. II. Biochemical Study. 
(Liquido amnidtico. Il. Contribucion a su estudio 
bioquimico. ) 

By F. A. Uranca Imaz and A. Gascén. Obstet. 
Ginec. lat.-amer., 8, 237-251, June 1950. Biblio- 
graphy 

2459. The Significance of the Liquor Amnii and the 
Amnion in Obstetrics. (Bemerkungen zur Diskussion 
liber die Bedeutung des Fruchtwassers und der 
Fruchtblase in der Geburtshilfe.) 

By F. Kovics. Gynaecologia, Basel, 130, 115 
126, Aug. 1950. 28 refs 


2360. Studies on Uterine Sinus and Amniotic Fluid 
Pressures in the Full-term Pregnant Uterus. 

By S. S. Rosenretp and B. Lapan, Amer. J. 
Obstet. Gynec., 6, 221-223, July 1950. 7 refs 


2361. Superfeetation. (Superfetatio.) 

By G. Hasetnorst and M. Watzka. Geburts. 
u. Frauenheilk., 10. 578-588, Aug. 1950. 7 figs., 
24 refs. 

2362. Biological Diagnosis of Pregnancy. 
nostico biologico de la gestacion.) 

By F. Munoz Ferrer, Toko-ginec. pract., 9, 
335-349, June-July 1950. 6 figs. 


Wien. med. Wschr., 


(Diag- 


23603. Early Diagnosis of Pregnancy. (Friih 
diagnose der Schwangerschaft.) 

By J. M. Bepoya and A. Puras. Geburts. u. 
Frauenheilk., 10, 492-508, July 1950. 6 figs., 


bibliography. 


2364. The Aschheim-Zondek Reaction during the 
24th to 96th Hours, at Various Levels of Chorionic 


Gonadotrophin. (Die biologische Schwangerschafts- 
reaktion nach Ascheim und Zondek (A.Z.R.) im 
Verlauf von 24-96 Stunden bei verschiedenem Cho- 
riongonadotropingehalt. ) 

By C. A. Joet. Gynaecologia, Basel, 129, 190 
208, Mar. 1950. 5 figs., 7 refs. 

This investigation was based on the obrervation 
that urine of women in the puerperium, which of 
course has a falling chorionic gonadotrophin con- 
tent, may still produce corpora lutea in a mouse 
but no longer leads to the production of ‘‘ blood 
points "’. The author therefore injected urine from 
pregnant women in various dilutions into infantile 
mice. The animals were 28 to 32 days old, and 
usually weighed 8 to 10 g. The urine was tested 
for its chorionic gonadotrophin content, and 3 ml. 
divided into 10 doses was injected after the urine 
had been adjusted to contain 15,000, 7,500, 2,500, 
833, or 300 mouse units per litre. From the 24th 
to the 96th hour mice were killed every 3 hours. 
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Altogether 675 experimental and 175 control 
animals were used. The ovaries and uterus were 
weighed, inspected macroscopically, and examined 
histologically. 

The urine containing 15,000 mouse units per 
litre (45 units injected) produced after 36 hours 
‘ blood points '’ visible macroscopically; after 48 
hours corpora lutea could be found by micros 
copical investigation, and were obvious macros- 
copically after 72 hours. After 48 hours a 
significant rise in the weight of the ovaries and 
uterus was noticed, 

The urine containing 7,500 mouse units per litre 
produced blood points visible macroscopically 
after 42 hours; the corpora lutea were noticed 
microscopically after 36 hours and macroscopically 
after 72 hours. The weight of the ovaries and the 
uterus increased within 48 hours. 

The urine containing 2,500 units per litre 
produced ‘‘ blood points ’’ after 45 hours macros- 
copically, and these remained up to the 84th hour. 
Corpora lutea were seen microscopically after 36 
hours and macroscopically after 72 hours, The 
weight of the ovaries did not increase significantly, 
but the weight of the uterus increased at between 
48 and 72 hours 

The urine containing 833 units produced ‘’ blood 
points "’ only after 66 hours, and corpora lutea 
were seen after 57 hours microscopically and after 
72 hours macroscopically. The weight of the 
ovaries did not increase (if anything, it fell); the 
weight of the uterus increased at between 48 and 
72 hours. 

Lastly, with a urine containing 300 mouse units 
per litre, that is, 0.9 unit per individual mouse, no 
‘blood points’’ were produced at any time 
(either macroscopically or microscopically); cor- 
pora lutea appeared between the 75th and 84th 
hours in about half of the animals Again the 
weight of the ovaries fell rather than rose, and the 
uterine weight was only slightly enhanced. 

This investigation suggests that there is in mic* 
a quantitative relation between the amount oj 
chorionic gonadotrophin injected and the produc 
tion of ‘* blood points "’ H. Lehmann 


2365. An Evaluation of the Male-frog Pregnancy 
Test. 

By J. G. SHarnorr and E. C. Zatno. Amer. J. 
Obstet. Gynec., §9, 653-655, Mar. 1950. 8 refs. 

The accuracy of the male-frog pregnancy test 
was studied with 52 samples of urine from 47 
patients; the results of the test were checked later 
by a clinical follow-up and compared with the 
results of the Friedman test. In the authors’ pro- 
cedure 3 ml. of untreated morning urine was 
injected subcutaneously into the dorsal lymph sac 
of the frog and cloacal fluid specimens were 
examined after %, 1, and again after 2 and 4 
hours. The finding of one or more spermatozoa 
was considered a positive result. 


a 
1g 
fe 
; 
- 
> 
d Ni, 
| 
| 
| 
| 
; 
| 
bet 
at. 
fa 
| 
] 
| 
= 
| 
AG 
BS 
4 


1000 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Of the 52 specimens 23 were positive by the 
Friedman test, but only 14 by the frog test. 
Clinical follow-up confirmed the results of the 
Friedman tests and revealed that there were 9 
false-negative reactions to the frog test 

Of the positive results with the frog test 57 per 
cent were obtained in 2 hours and half of these 
within 1 hour. The earliest positive reaction was 
obtained after half an hour and the latest at 4 
hours. All the urines except 2 were from early 
suspected cases of pregnancy. Of these 2 urines 
1 was from a young man with a possible testicular 
tumour and the other was from a woman in whom 
there were vaginal bleeding and a gestation of 7 
months The tests in both these cases were 
negative in the frog and the rabbit. 

No false positives were found with the frog test, 
and the authors conclude that the test is rapid, 
inexpensive, and reliable when positive 

Margaret C. S. Binnie 


24606. The Male Frog (Kana pipiens) as a Test 
Avimal for Determining the Level of Urinary 
Chorionic Gonadotrophin during Pregnancy. 


By C. D. Boptne, R. F. Kutne, R. A. Rocers, 
SmirH, and F. X. P. Tinker. Amer, J. 
Obstet. Gynec., $9, 648-052, Mar. 1950. 1 fig., 
4 refs. 


Urine from 108 pregnant patients at the Uni 
versity of Maryland Hospital was used to 
determine the level of gonadotrophin excretion 
and the sensitivity of the male-frog (Rana pipiens) 
pregnancy test. The results were compared with 
those obtained with the Fnedman test 

he frogs were injected with serial dilutions of 
of the urine. A drop of frog's urine was examined 
microscopically each hour and, if no spermatozoa 
were found after 2 hours, the test was considered 
negative A positive response was obtained with 
So.5 per cent of the urines. The remaining 19.5 
per cent were trom patients between the 4th and 
Sth months of pregnancy; it was found that nega 
tive responses were most frequent with urine 
collected during the 6th month Urine from 5 
patients in the menopause was also tested with 
negative results Some 33 of the urines were 
tested in both rabbits and frogs; the responses 
igreed in 28 instances 

The highest concentration of gonadotrophin in 
the urine was found at 2 months and the lowest at 
6 month 
rose slowly until term Secause of this, the frog 
test was found to be 1oo per cent accurate in the 
first 3 months of pregnancy 


After 6 months the concentration again 


The large number of 
negative results during the last 6 months of preg 
nancy made the test unreliable The authors 
therefore consider the test to be unsuitable for 
letermining intra-uterine foetal death, retained 


chorionic tissue, or conditions of late pregnancy 


Margaret C. S. Binnie 


2967. The Galli-Mainini Reaction and the Estima- 
tion of Prolan B in Pregnancy. (Réaction de Galli- 
Mainini et dosage du prolan B chez la femme 
encemte.) 

By G. Stryean. Pr, Méd., 58, 710-711, June 17, 
1950. 


2368. Biological Diagnosis of Pregnancy. Adapta- 
tion of the Galli-Mainini Test to the Common French 
Toad. (A propos du diagnostic biologique de gros- 
sesse, Adaptation de la réaction de Galli-Mainini au 
crapaud vulgaire frangais.) 

By F. A. Marachy and J. C. Gitanetto. Pr. 
Méd., 58. 892-893, Aug. 12, 1950 


2369. The Use of the Male Toad, Bufo marinus, 
for Pregnancy Tests. 

By H. F. Berrincer and |. Med. 
J. Aust., 2, 40-42, July 8, 1950. 10 figs., 2 refs. 


2370. The Use of the Male California Toad in the 
Diagnosis of Pregnancy. 

By D. A. JoHnson. Calif. Med., 72, 422-424, 
June 1950. 1 fig., 4 refs. 

237t. The Use of the Male Bufo Marinus Toad in 
the Diagnosis of Pregnancy. 

By M. D. Bivens, West. J. Surg. Obstet. 
Gynec., 58, 238-242, May 1950. 5 refs. 

2372. Results of the New Rapid Tests for Preg- 
nancy with Native Toads. (Ueberprifungsergebnisse 
uber die neue Schwangerschafts-Schnellreaktion mit 
der einheimischen Erdkréte.) 

By H. Emricu and H. ScHMIpDT-HOENSDORF. 
Disch, med. Wschr., 75, 1027-1029, Aug. 11, 1950. 
10 refs 

2373. Quantitative Estimation of Gonadotrophin 
with the Male Frog (Rana esculenta). (Die quantita- 
tive Gonadotropinauswertung beim mannlichen 
Frosch (Rana esculenta.) 

By J. M. Bepoya and F. PLaza. Geburts. u. 
Frauenheiwk., 10, 509-513, July 1950. 15 refs 

2374. Definition of a Frog Unit, and a Titration 
Scheme for Gonadotrophin in Frog Units. (Defini- 
tion einer Frosch-Einheit (Fr. E.) und ein Titrations- 
Schema fir Gonadotropin nach Frosch-Einheiten.) 

By K. Epam. Geburts. u. Frauenheilk., 10, 
513-515, July 1950. 9 refs 

23 Hypermature Pregnancy. 

By F. Boe. Acta obstet. gynec. scand., 30, 
Suppl. 1, 3-31, 1950. 7 refs 

24376. Relationships between Nutrition and Preg- 
nancy as Observed in Recent Surveys in Newfound- 
land. 

By G. A. GotpsmitH. Amer. J]. publ, Hlth., 
40, 953-9059, Aug. 1950. 3 refs 

2477. Problems and Methods in Nutrition Services 
for Pregnant Women. 

By Burke and S. B. Ktrkwoop. Amer 
J. publ. Hith., 40, o60-065, Aug. 1950. 1 fig., 

rets 
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2378. Prenatal Diet in Relation to Child Health. 


{In English 
By M. Sen. Indian J. Pediat., 18, 65-73, Apr. 
1950. 


2379. Nutrition of the Pregnant Woman and the 
Nursing Mother. (Alimentation de la femme enceinte 
et de la nourrici.) 

By L. Rannorw. Sem. Hdp. Paris, 26, 2881 
2888, Aug. 14, 1950. 2 figs., 1 ref 


2380. Control of Weight, Diet, and Osmotic Equi- 
librium during Pregnancy. (Contrdle du poids, de la 
diéte et de l'équilibre osmotique durant la grossesse.) 

By J. N. Gacnon. Un. méd. Can., 79, 808-809, 
July 1950. 


2381. Dietary Deficiency and the State of Nutrition 
of Women during Pregnancy and the Puerperium. 
(Deficit alimentare e condizioni di nutrizione della 
donna durante la gravidanza e dopo il parto.) 

By N. Vaciio. Riforma med., 64, 802-807, 
July 22, 1950. 23 refs. 


2382. Studies in Vitamin-A Deficiency in Preg- 
nancy Among the Working Class of Caracas. (Investi- 
gaciones sobre la deficiencia de vitamina ‘A’ 
durante el embarazo en mujeres de la clase trabaja- 
dora de Caracas.) 

By F. Venenzi and O. Acuero. Rev. obstet 
ginec., 9, 240-255, 1949. 2 figs., 26 refs. 


2383. Skin Reactions during Normal and Patho- 
logical Pregnancy and Labour. (Studio della reat- 
tivita cutanea dell’organismo materno nello stato 
puerperale normale e patologico.) 

By G. CuGnrotio and R. ANGELuccI. Riv 
Ostet. Ginec., §, 13-22, Jan. 1950. 11 refs. 


2384. Observations on the Different Skin Reactions 
in Pregnancy after the Intracutaneous Injection of 
Male Sex Hormones in Relation to the Sex of the 
Child. (Beobachtungen Uber unterschiedliche Hau- 
treaktionene bei Schwangeren nach intrakutaner 
injektion von mannlichem Keimdrisenhormon in 
ihren Beziehungen zum Geschlecht des Kindes.) 


By H. Doerscu. Miinch, med. Wschr., 92, 
337-340, June 10, 1950. 


ABNORMAL. 

2385. Steroids in the Treatment of Early Preg- 
nancy Complications. 

By M. E. Davis and N. W. Fuco. J. Amer. 
med. Ass., 142. 778-787, Mar. 18, 1950. 10 figs., 
21 refs 

A carefully planned study was made of cases of 
habitual abortion (3 or more previous abortions), 
38 being treated by diethylstilboestrol and 18 by 
progesterone, after all abnormalities other than 
genetic and endocrine ones had been corrected. 
The excretion of free pregnanediol was measured 
frequently in all cases, and interesting conclusions 
were drawn. In spite of inability to confirm the 


I 


observation of the Smiths that stilboestrol adminis- 
tration increases urinary output of pregnanediol 
(probably because of different methods of assay, 
the figures of the Smiths being for pregnanediol 
glucuronide), the authors achieved a 45.2 per cent 
salvage for cases treated by stilboestrol and 66.7 
per cent in the progesterone series. They decide 
against giving stilboestrol to stimulate the placenta 
to produce steroids, and they feel that it is more 
logical to substitute progesterone where the latter 
is deficient, although this cannot bring all cases to 
a successful outcome. [In one case of success they 
are refreshingly clear-sighted and honest in stating 
that ‘‘ it is impossible to assess the role of supple- 
mentary progesterone in this pregnancy ’’, as the 
general pattern of pregnanediol excretion was 
normal.} The paper is followed by an interesting 
discussion by other leading workers in this field. 
A. F. Anderson 


2386. The Treatment of Hyperemesis with 
‘** Antistin’’. (Zur Behandlung der Hyperemesis mit 
Antistin.) 

By T. Gorponorr. Nene med. Welt, 1, 1100 
1101, Aug. 26, 1950. 


2387. Ambulatory Treatment of Simple Vomiting 
of Pregnancy with Intravenous Procaine. (Du traite- 
ment ambulatoire des vomissements simples de la 
grossesse par la novocaine intra-veineuse.) 

By Tran-Dinu-De. Gynéc. et Obstét., 49, 
310-317, 1950. 


2358. Comparative Study of the Effects of Tetra- 
ethyl-ammonium Chloride and Veratrum Viride on 
Blood Pressure in Normal and Toxemic Pregnancy. 

By N.S. Assaui, A. A. Brust, S. T. GarBer, 
and E. B. Ferris J. clin. Invest., 29, 290-206, 
Mar. 1950. 1 fig., 18 refs. 

The authors compare the effects of tetraethy! 
ammonium chloride (TEAC) and veratrum viride 
on the blood-pressure in normal and toxaemic 
pregnancies, following on their previous observa 
tion that high blood-pressure persisted in toxaemic 
pregnancy despite autonomic block with TEAC 
The patients studied were from the Obstetric 
Department of the Cincinnati General Hospital. 
The effects of the drugs on 10 normal and 12 
toxaemic subjects were compared. The doses used 
were 400 mg. of TEAC intravenously, and o.2 ml. 
of veratrum intravenously. 

Veratrum lowered blood-pressure in toxaemia 
but had negligible results in normal pregnancy, 
and conversely TEAC had no effect on pressure in 
toxaemia but produced a marked fall in normal 
cases, Side-effects of veratrum injection, such as 
bradycardia, nausea, vomiting (40 per cent), oral 
and epigastric burning, sensations of excessive 
warmth and profuse sweating, and extreme appre 
hension were abolished by TEAC injection. The 
symptoms ceased and were replaced by a feeling of 
well-being. If the blood-pressure had been 
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markedly reduced by veratrum, then T EAC pro 
duced a ‘tempor iry and variable increase 

It is suggested that the depressor effect of 
veratrum on the blood-pressure is due to de reased 
TEAC causes a reduction in 
arteriolar and probably venous tone As the 
UNproves, sO does the response to vera 
and the authors suggest that this 
may be useful in diagnosis of border-line 
toxaemia. The likely (though as yet 

mechanism of veratrum action is that 
it stimulates sympathetic vasodilator fibres The 
blood-pressure fall produced by TEAC is attn 
buted to an exaggerated venous pooling in the legs 
due to a release of neurogenk This is 
correlated with the abrupt rise in blood-pressure 
which follows emptying of the uterus by Caesarean 
ection under spinal analgesia The venous 
pooling in the inferior vena cava and iliac veins is 


arteriolar resistance 


trum decrease 
te Spline 
cases of 


unproy en 


venous tone 


due chiefly to pressure from the heavy uterus, 
following autonomic block by either TEAC or the 
spinal analgesic Thus while TEAC appears to 


release both arteriolar and venous neurogenic tone, 
veratrum spares the veins and this may account 
for the minor depressor effects of the drug in 
normal pregnancy. The side-effects of veratrum, 
which are due to parasympathetic stimulation, 
ire inconstant and not related to the degree of fall 
TEAC by blocking the auto 
rangla therefore abolishes these effects 


L. Wright 
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iso. Antitexic Function of the Liver in Normal 


and Pathological Pregnancy. [In Russian. 


By S. V. Kistn. Akush Ginec., No. 4, 44-47 
July-Aug. 1950 

joo. The True Toxemias of Pregnancy. 

By R. T. La VaKe J]. Lancet, 70. 209-212, 


June 1950 


2yor. Toxaemia of Pregnancy and Porphyria. 


Graviditetstoxikose portyr 


By S. S. Nrecsen. Nord. Med., 44, 1178-1179 
July 21, 1950. © ref 

Edema Fluid Protein in Patients with 
Toxemia of Pregnancy. 

By P. K. Swrrzer, L. L. Hester, |. W. Miva, 
ind F. D. Ownsy. Amer. J]. Obstet. Gynec., 60. 
427-430, Aug. 1950. 9 refs 


2403. Vascular and Neurogenic Components in the 
Pathogenesis of Toxaemias of the Second Half of 
Pregnancy. [In Russian 

By G. M. SALGaANNIK Akush. Ginek., No. 4, 


42-37, July-Aug. 1950 


204. Plethyamographic Data as an Index of the 


Condition of the Peripheral Vessels in Toxaemias of 
the Second Half of Pregnancy. [In Russian. | 

By I. P 
July 


Hanov. Akush. Ginek., No. 4, 38-41. 


Aug. 1990. 3 figs 
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2405. Influence of Antibiotics on Choice and Re- 
sults of Treatment of Toxaemias in Late Pregnancy. 

Influencia de los antibioticos en la eleccion y el resul 
tado del tratamiento de la gestdsis tardia del 
emibarazo.) 


By A. Mosca and M 
Madr., 1, 289-292, 1950. 


MarGuiies. Acta ginec., 


1 ref 


2406. Studies Related to the Treatment of Toxemia 
of Pregnancy. 
By §. TF. 
PRYSTOWSKY 
323, Aug. 1950 


Gareer, R. W. Kistner, and H 
Amer. ]. Obstet. Gynec., 60, 315- 
5 figs., 22 refs 


2407. The Effect on Hypertension and Toxaemia 
of Pregnancy of Peridural Block. (Ueber die Beein 
flussung der Hypertension und der Nephropathie der 
Schwangeren durch die peridurale Plombe.) 

By K. J. ANsELMiIno and R. STEWENS. Neue 
med. Welt, 1, 950-952, July 15, 1950. 1 fig., 7 refs. 


2498. Utero-placental Apoplexy.  (Utero-placen 


taris apoplexia.) 


By L. Istvan. Orv. Hetil., 33, 1015-1019, Aug 
13, 1950. 1 hg 

23909. The Pathogenesis of Eclampsia. In 
English. } 

By H. Zititiacus. Acta obstet. gynec. scand., 
30. 1-20, 1950. Bibliography 

2400. A New Concept of the Nature of the Pre- 


eclamptic Syndrome of Pregnancy. 
By J]. C. Epwarps. Med. J. Aust., 2, 
July 8, 1950. 6 figs., 6 refs 


33-30 


2401. The Treatment of Preeclampsia-eclampsia. 

By W. J. Dieckmann. New Orleans med. Surg 
/.. 102, 604-609, June 1950. 7 refs 

2402. Adrenocorticotropic 
the Etiology of Eclampsia. 

By S. S. Garretr, West 
Gynec., $8, 229-235, May 1950 


Pathogenesis of Eclampsia; Therapeutic De- 
(Sur la pathogénie de |’éclampsie: déduc- 


Hormone (ACTH) in 
J Surg. Obstet. 
46 refs 


2403 
ductions. 
thons thera peutiques 

By H. Lasori 
281, 1950. 17 refs 


et Obstét., 49, 271 


Advances in Transfusion Therapy in Ob- 
(Fortschritte der Blut- 
Geburtshilfe und 


2404 
stetrics and Gynaecology. 
transfusions-Therapie in der 
Gynakologie 

By H. ScHwaLo 
559-577. Aug. 1950. 36 refs. 


2405. Treatment of the Concealed Accidental 
Haemorrhage of Pregnancy. 

By D. Cricuton. Brit. med. J., 1, 401-405, 
Feb. 18, 1950. Bibliography 

The most important aspect of the treatment of 
concealed accidental haemorrhage is the treatment 


Geburts. u. Frauenheilk., 10. 
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of shock. Transfusion of incompatible blood and 
intravenous injection of uncontrolled quantities of 
blood and other fluids contribute to the mortality 
of these patients. Routine administration of con- 
tinuous oxygen, avoidance of surgical treatment 
capable of causing shock, and care with intra- 
venous therapy will reduce the incidence of anuria. 
Certain complications, notably post-partum 
haemorrhage and anuria, should be anticipated, 
and be promptly treated if they occur. 

There is no place in treatment for artificial 
rupture of the membranes in the absence of 
contractions, plugging of the vagina, version, dila- 
tation of the cervix, application of vulsellum to 
the scalp, and other radical procedures. Artificial 
rupture of the membranes, even in the presence 
of contractions, is dangerous without preliminary 
treatment of shock. 

Transverse lower-segment Caesarean section has 
a small but definite place in treatment, the indica- 
tion being the continued absence of contractions 
and progressive deterioration of the patient's 
condition after conservative measures have been 
given a fair trial.-—[Author’s summary. } 


2406. Antepartum Haemorrhages. 

By T. R. Prunxerr. N. Z. med. J.. 49, 220 
228, June 1950. 

2407. The Syndrome of Lower Nephron Nephrosis 
Following Hemorrhagic Shock. 


By H. B. Guyver and H. D. Lauson, Amer. J. 
Obstet. Gynec., 6, 101-108, July 1950. 2 figs., 
20 refs 


2408. Intra-abdominal Hemorrhage During Preg.- 
nancy from the Spontaneous Rupture of a Uterine 
Vein, 

By F. C. HuGenpercer, J. M. McCorp, and 
C. H. Henpricxs. Ohio St. med. ]., 46, 789-790, 
Aug. 1950. 7 refs. 


2409. The Diagnosis and Treatment of Placenta 
Previa. 

By J. Parks and R. H. Barrer. Sth. med. J., 
43, 696-702, Aug. 1950. 6 figs., 6 refs 


2410. Placenta Praevia 1939-1948. 
By M. MANUEL, J. Christian med. Ass., 25, 
224-227, July 1950 


2411. Oral Basal Temperatures in Abortion and 
Ectopic Pregnancy. 

By H. L. Stewart. Amer. J. Obstet. Gynec., 
$9, 563-574, Mar. 1950. 10 figs., 3 refs. 

The author presents the findings and conclusions 
in a study of the oral temperature before and 
during pregnancy in 27 cases, in 25 of which preg- 
nancy was complicated by threatened or inevitable 
abortion and in the other 2 by ectopic pregnancy. 
The purpose of the investigation was to find 
whether the rise in temperature known to occur 
in an uncomplicated pregnancy during the first 3 
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months before the regression of the corpus luteum 
was subject to any modification in cases of abor- 
tion which were probably due to progesterone 
deficiency. If a disturbance of the normal eleva- 
tion of temperature did occur it might be of value 
as an early indication of a lack of progesterone 

It was found that there was no fall in tempera- 
ture before or during an abortion, and no 
indication that there was any disturbance of pro- 
gesterone level. There was no uniform peculiarity 
in the temperature charts in these cases to suggest 
a method of distinguishing the threatened from the 
inevitable abortion. The chart of a pregnancy 
which proceeded to term (after two previous preg- 
nancies had terminated in abortion) showed 
fluctuations as great as those of pregnancies ending 
in abortion. After an abortion there was usually 
a return to the biphasic type of temperature chart 
curve with start of normal menstruation, indica- 
ting a normally adequate endocrine function. 

In the 2 patients with ectopic pregnancies the 
temperature curves continued unchanged until 
pregnancy was terminated and gave no indication 
that the pregnancy was extrauterine. When there 
was a short symptomatic period before the 
termination of the pregnancy there was a longer 
time interval before the temperature fell to the 
normal pre-ovulatory level, and the Friedman test 
did not become negative during this longer time 
interval, indicating that there was an adequate 
amount of chorionic gonadotrophic and proges- 
terone secretion Barbara J]. Nathan 


2412. Studies of the Factors Responsible for Abor- 
tion in Experbnental Scurvy. (Ricerche sui fattori 
responsabili dell'aborto nello scorbuto sperimentale.) 

By G. Pescerro. Minerva ginec., 2, 288-292, 
July 1950. 40 refs. 


2413. Can Follicular Hormone Cause Abortion in 
Pregnant Women? (Es posible la provocacion del 
aborto hormonal foliculinico en la mujer embara- 
zada.) 

By C. Guiterrsz, Acta endocr. gynac. hisp.- 
lusit., 3, 154-180, Mar. 1950. 


2414. Habitual Abortion. 
By R. C. Benson. Calif. Med., 72, 442-446, 
June 1950. 28 refs. 


2415. Threatened and Habitual Abortion, 
By W. B. Stromme. J. Lancet, 70, 225-226 
and 231, June 1950. 10 refs. 


2416. Diagnostic Problems Following Abortion: 
Two Case Reports. 

By M. Apramson. J. Lancet, 70, 220-222, 
June 1950 

2417. Therapeutic Abortions. (Abortprovokation 
i Finland.) 

By E. Branper and K. Nremineva. Nord. 
Med., 43, 334-338, Feb. 24, 1950. §5 refs. 
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Between 1925 and 1944, 744 therapeutic abor 
tions were performed at the Women's Clinic at 
Helsingfors; 214 sterilizations were carried out at 
the same time 

Tables are given summarizing the main clinical 
groups, stage of pregnancy, 
history, civil state, and the 
methods used. The indications are listed. Nearly 
50 per cent of abortions were performed for pul 
monary tuberculosis, with cardiac disease as the 
next frequent reason. Some form of complication 
(pyrexia, adnexal or urinary infection, of throm 
bosis) occurred in about 12 per cent. The operative 
mortality was 0.31 per cent in the non sterilized 
group, and 1.05 per cent in the sterilized The 
follow-up study is of interest This was possible 
in about 82 per cent, all patients having been 
operated on before 1946 Of patients aborted 
only 22.5 per cent died between 2 and 5 years 
later of their disease. For tuberculosis this figure 
was raised to 35.1 per cent compared with 11.1 
In the group 
of sterilized cases 19.8 per cent died from their 
disease and 45 per cent of the tuberculous cases 
There were no deaths in patients aborted for 
Kenneth Bowes 


features of age 


previous obstetri 


per cent in cases of cardia disease 


psychiatric reasons 


i185. Psychiatric Indications for Induced Abor- 
tion, (Vurderingen af den psykiatriske indikation for 
abortus provocatus. ) 

By P. Dicxmetss and N. HJerri_p 
Med., 43. 327-334, Feb. 24, 1950. 11 refs 

In 1937 the law in relation to abortion was 
altered in Denmark. Since then much interest has 
particularly in relation to psychia 
tric indications and also to the question of the 
likelihood of suicide in patients to whom abortion 
is refused. The 
sisted of 127 patients, of whom 73 were observed 
as out-patients and 54 were admitted to a mental 
hospital; 80 were married and 47 unmarried. The 
cases are analyzed in relation to their treatment, 
the psychological diagnosis, the motives of the 
patient herself in seeking abortion, the previous 
mental state and maturity, and later the result 
as estimated by follow-up 


Nord. 


been aroused 


eries of cases analyzed here con 


Some psychological response to the pregnancy 
was found in 118 patients and there was definite 
psychotic depression in 68 The most frequent 
motives of the married patients for seeking abor 
tion were increasing domestic stress and difficulty 
in coping with family and economic conditions, or 
the fact that the child had a father other than the 
husband. Altogether in 52 per cent of the patients 
abortion was considered to be indicated. Follow 
up study some years later (1 to 8 years’ interval 
showed that in the married group 60 per cent of 
those aborted felt well, and 40 per cent of those 
whose pregnancies had not been terminated 

Two deaths occurred in the series; one was post 
operative from pulmonary embolism, the other 
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occurred 3 years after the termination under the 
influence of another emotional conflict not asso- 
ciated with pregnancy. In none of the patients 
whose pregnancies were not terminated did suicide 
occur. The authors found that in general steriliza 
tion performed at the same time as termination 
improved the prognosis 

The importance is stressed of careful observa- 
tion, preferably in hospital, before advocating 
termination. A fortuight in hospital may so 
materially benefit the patient's state that inter 
ruption of the pregnancy is unnecessary, particu 
larly if the indication is deemed a doubtful one 
Regular psychiatric treatment is needed. They 
quote instances in which electroplexy given to 
pregnant patients with depression states had good 
effects Kenneth Bowes 


2419. Therapeutic Abortions in New York City, 
19431947. 

By C. Tretze. Amer. J. Obstet 
146-152, July 1950. 10 refs 


Gynec... 60. 


2420. More Liberalization of Indications for Thera- 
peutic Abortion and Sterilization is in Order. 

By J. V. Camppert. West. J. Surg. Obstet 
Gynec., 58. 371-379, July 1950. 3 refs 


2421. The Indications for Therapeutic Abortion in 
Rubella. (Contribuigdo ao estudo da indicacg’o do 
ibortamento terapéutico na rubéola 

By A. GutmMarags and F. Cerruti. An. brasil 
Gynec 15. 389-404, May 1950. Bibliography 


2422. Incomplete Abortion. An Evaluation of 
Diagnosis and Treatment of 727 Consecutive Cases of 
Incomplete Abortions. 

By P. M. Murray and L. B 
Harlem Hosp. Bull., 3 


WIINKELSTEIN 
31-41, June ig5o. 6 refs 


2424. The Histaminolytic Index of the Maternal 
Blood in Cases of Retention of the Dead Foetus. 
L'index histaminolytique du sang de la mére au 
murs de la rétention de foetus merts 

By R. Van Den DriesscHe 
Aug. 26, 1950. 3 figs 


in utero 


Pr. méd., 58, 924, 


2424. Acute Hydramnion by Abdominal 
centesis. 

ty A.C. Emmer. St. J. Med., 50. 1391 
1392, June 1, 1950. 1 ref 
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2425. Epidemic Dropsy Complicating Pregnancy. 
In English.] 
By K. P. BHapury 


Indian med. Gaz., 85. 
98-99, Mar. 1950 


2426. Allergy 
iwangerschaft.) 
By E. Werte and H. SchmiIpt-ELMENDORFF 
Geburts, u. Frauenheilk., 10, 605-611, Aug. 1950. 
© figs., 39 refs 


and Pregnancy. (Allergie und 


} 


in 
| 
| 
Lect 
4 
Se 
a> 
a 
itd 
- 
| 


REVIEW OF CURRENT LITERATURE 


2427. Heart Disease Complicated by Pregnancy. 

By D. C. Hato and A. R. Gucurist. Edinb. 
med. J., 56. 55-74, Aug. 1949. 2 figs., 20 refs 

An analysis is presented of material obtained 
from the records of the Cardiac Clinic of the 
Simpson Memorial Maternity Pavilion, The Royal 
Infirmary, Edinburgh, for the 20-year period 
1928-47, and from the follow-up examination of 
all patients attending the clinic during the 1o-year 
period 1937-46. Cardiac disease was diagnosed in 
1,100 cases out of a total of 80,422 pregnancies, an 
incidence of 1.3 per cent. Rheumatic heart disease 
was found in 94 per cent, various congenital flaws 
in 3.6 per cent, hypertensive heart disease in 1.8 
per cent, and miscellaneous cardiac abnormalities 
in the remaining 0.6 per cent. The mortality 
among patients with heart disease fell from 6.3 per 
cent in 1928 to 0.9 per cent in 1947, and it is sig- 
nificant that, although the over-all maternal mor- 
tality during this period had fallen from 1.11 per 
cent to 0.18 per cent, deaths from heart disease 
had not been reduced to the same extent, indicat 
ing that cardiac disease is now a more prominent 
cause of maternal mortality than formerly. There 
was a three-fold improvement in mortality among 
those patients who received adequate cardiological 
supervision during pregnancy, compared with those 
who received little attention or came under super- 
vision only late in pregnancy 

The diagnosis of heart disease is not always easy; 
the common systolic murmur both at the apex and 
at the base, the apparent increase in size of the 
heart, the left auricle enlargement seen radio- 
logically, are features commonly found in preg 
nancy. The tendency for many pregnant women 
to have some dyspnoea on exertion and a trace of 
oedema of the feet and ankles adds to the difficulty 
in diagnosis. On follow-up examination it was 
found that 10.5 per cent of patients who had been 
suspect during pregnancy had no organic heart 
disease. The cardiac condition of the patient was 
assessed initially according to the four functional 
grades recommended by the New York Heart 
Association The age of the patient and her 
reaction to previous pregnancies were also taken 
into consideration. Generally the prognosis is 
better in the younger group of patients; over the 
age Of 30 serious incapacity is more probable. It 
is for this reason that women with cardiac disease 
are recommended to have their babies in the early 
twenties. Patients in grades I and Ha need give rise 
to little concern at any stage of the pregnancy. 
Pregnancy in a patient in grade Ib is a serious risk, 
and in grade III is fraught with such great danger 
that everything must be done to avoid it. Statis- 
tics are presented which indicate that a woman 
who attains I1b or HI in one pregnancy will with- 
out exception do so again in a subsequent preg 
nancy 

The main purpose of antenatal supervision is to 
facilitate the adoption of measures to prevent the 
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development of congestive heart failure, firstly by 
providing the cardiologist and obstetrician with the 
opportunity to see and grade all cases within the 
first 4 months of pregnancy, secondly by the full 
use of in-patient treatment in hospital and, lastly, 
by continued attention to the general health of the 
patient. The most difficult cases are those which 
are to be found to be in grade HI about mid-term. 
Strict measures and absolute confinement to bed 
must be enforced for the remainder of the preg 
nancy in the hope that natural vaginal delivery 
may be safely accomplished. The method of 
delivery is discussed. Caesarean section is con- 
sidered to be undesirable in cardiac cases where 
there is no obstetrical reason for interference 
Statistics are presented which indicate that the 
maternal mortality following Caesarean section is 
double that after vaginal delivery. On the basis 
of the follow-up examination it appears that preg- 
nancy may induce congestive heart failure in a 
woman roughly 5 to 7 years before it is due to 
appear in the normal course of events. The fate of 
patients surviving pregnancy is studied and all the 
evidence indicates that pregnancy does not alter 
the course of rheumatic heart disease. A patient 
with heart disease, having overcome the dangers 
of pregnancy, may survive for many years and 
ultimately die no younger than had she never 
borne a child. T. N. MacGregor 


2428. Heart Disease and Pregnancy. 

By R. Ulster med J]. 19, 72-79, May 
1950. 6 refs. 

2429. Heart Affections as Complications in Preg- 
nancy. (Sydanvioista raskauskomplikaatioina. ) 

By N. SaKseca. Suom. Laadarilehti, 12, 458, 
June 15, 1950. 
Rheumatic Heart Disease in Pregnancy. 

McKeown. Ulster med. J]., 19, 68-69, 


2430 
By F 
May 1950 


2431. The Prophylactic Use of a Molybdenum-iron 
Complex in Pregnant Patients. 

By W. J. Dieckmann, H. D. Prippie, J. A 
Kinc, and J. B. Forman. Amer, J. Obstet. 
Gynec., 59, 442-444, Feb. 1950. 1 figs., 4 refs 

The authors have treated a small series of ante- 
natal patients with a molybdenum-iron complex 
as a prophylactic against anaemia. Better results 
are claimed with this complex than with the usual 
iron salts, the haemoglobin concentration being 
higher at term in the treated series than in the 
controls. Six weeks after delivery there was, how 
ever, no significant difference in haemoglobin level 
between the treated cases and controls. 

C. G. Nairn 


2432. Vitamin B,, and Folic Acid in Megoblastic 
Anaemias of Pregnancy and the Puerperium. 

By C. C, and R. B. Thompson, Brit 
med. ].. 1, 919-924, Apr. 22, 1950. 6 figs., 4 refs. 
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Six patients with megaloblastic bone marrow 
(having pernicious anaemia of pregnancy or the 
puerperium) were treated with vitamin B,,. They 
were given an injection of 65 to Song. of the crystal- 
line vitamin or red pigment concentrate, without 
haematopoietic or clinical responses until folic 
wid (2.5 te 20 mg. by mouth daily) was also given 
Four also received a preliminary blood transfusion 
There was no evidence of dietary deficiency in 
these patients. Marked haemolysis and reticulo 
cytosis which were noted in one case ultimately 
ifter treatment with folic acid, but 
additional liver extract was necessary to produce 
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Vitamin in Macrocytic Anaemia of Preg- 
nancy and the Puerperium. 

By J.C. Pare: and B. RK. Kocner. Brit 
].. 1, 924-927, Apr. 22, 1950. 2 figs., 14 refs 

A series of 5 patients with severe macrocytic 
anaemia of pregnarm v and the puerperium were 
treated with vitamin B,,, 4 being given a single 
of 40#g. intramuscularly, and one receiving 
; doses of 20 »g. each, the last two being given on 
days. All showed fair reticulocyte 
response (up to 28.9 per cent), there being two 
peaks of 17 per cent and 20.8 per cent respectively 
after doses of 20 »g. and 40 wg. given at an interval 
of 10 days in the fifth case The haematological 
data in Table I do not agree with the textual 
figures.} The authors conclude that at least 40 «ug 
of vitamin B,, in a single injection is required to 
produce an optimal response within a period of to 
days. Further treatment is then necessary to 
prevent the erythrocyte count falling again 

John F. Wilkinson 
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2444. Sickle-Cell Anemia Complicated by Preg- 
nancy. 

By R. R. Marer and M. Krew. West. J. Surg 
Obstet. Gynec., $8, 224-227, May 1950. 2 figs., 
7 rets 


2445. Leukemia in Pregnancy. 


By E. G. Mureny and R. E. Jounson. / 
Michigan med Soe 49, 439-441, Apr. 1950. 13 
refs 

Effect of 4-Amino-Pteroyighutamic Acid 
(Aminopterin) on Early Pregnancy. 

By J. B. and F. S. Proc 
Soc, exp. Biol., N.Y 74, 204-208, May 1950 


4 figs., 4 refs 


2447. The Significance of the Rh Factor in Obstet- 


res. In English 
By B. Broman. Acta obstet. gynec. scand., 30, 
75 52, 1950. 4 hgs., 15 rets 


2438. Blood Transfusion and Rh Immunization. 
In English.) 

By H. R. NE&VANLINNA 
scand, 30, 93-105, 1950 


Acta obstet 


16 refs 


gynec 
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2449. The Management of Symptom-complexes due 
to Varicosities in Obstetrical Practice. (Zur Behand- 
lung des varikésen Symptomenkomplexes in der 
frauenarztlichen Praxi 


By J. Neue 
6 refs. 


med. Welt., 1, 963-967, July 


1950 


2440. A New View on the Use of Dicumarol in the 
Pregnant Patient. 


By D. L. Apamson, R. T. Weaver, and C. H. 
Jaimer. Amer, J. Obstet. Gynec., 59, 498-504, 
Mar. 1950. 4 refs 

The authors advocate the administration of 


dicoumarol as a prophylactic measure against the 
development of venous thrombosis in the puer- 
perium in cases where there is thought to be an 
increased risk of this complication. They report 
on 15 patients to whom dicoumarol was given 
before or during labour and who suffered no 
abnormal haemorrhage, and state that the drug 
may be safely administered ante-partum and post- 
partum. They suggest that this treatment is indi- 
cated for any pregnant woman who has a history 
of venous disease, and that its adoption will prob- 
ibly decrease the incidence of pulmonary embolism 
ind residual painful swollen legs. 

Many will disagree with the opinion that dicou- 
marol is superior to heparin in everything but the 
time-lag before it takes effect. There is also room 
for the objection that no clear distinction is made 
by the authors between thrombo-phlebitis in a 
varicose vein, which produces neither embolus nor 
residual oedema, and deep venous thrombosis, 
which may proceed to either or both. However, 
this article is valuable in attacking the common 
aversion to anticoagulant therapy before a con- 


finement. } W. A. Mili 
2441. Dental Caries and Pregnancy. (Carie e 
gravidanza.) 
By M. Kovarsku, S. TstrovsKata, M. Koro- 
Levic, and V. Ertova. Stomatologia, Roma, 3, 


152-158, Oct.-Dec., 1949 


2444. The Problem of Dental Caries in Pregnancy. 


Le probleme de la carie dentaire chez la femme 
encemte, 

By F. BeGaux. Scalpel, 103, 515-521, May 27, 
1050. 9 refs 

2443. The Use of Prostigmin in Heartburn of 
Pregnancy. 

By C. L, Suttivan. Amer. J. Obstet. Gynec., 
60, 205-208, July 1950. 26 refs 

2444. Intestinal Obstruction Complicating Preg- 
nancy. 

By J. F. Norton and E. K. Mancone. Bull, M. 


Hague Matermty Hosp, 3, 41-43, June 1950. 
2445. Appendicitis and Pregnancy. 
zwangers h 
By F. J. J. VAN Assen 
50, 171-182, 1950 


(Appendicitis 


Ned. Tijdschr. Verlosk., 
15 refs. 
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2440. Hyperthyroidism and Pregnancy. 


tiroidismo e gravidanza.) 
By E. Gotimari, Gazz. sanit., Milano, 21, 160 


(Iper- 


165, Apr. 1950. 18 refs. 

2447. Diabetes and Pregnancy. (Diabetes och 
graviditet. ) 

By B. Anpversson. Nord. Med., 43, 338-340, 


Feb. 24, 1950. 1 fig 

Pregnancy has become increasingly common in 
the diabetic patient. As far as the mother is con 
cerned this can be faced with equanimity provided 
the diabetes is properly controlled; the latter is not 
aggravated permanently by the pregnancy 
although it may be temporarily unbalanced during 
it. More insulin may be needed in pregnancy and 
there is a greater risk of acidosis. Any glycosuria 
in pregnancy needs careful investigation; renal 
glycosuria is common but the presence of reducing 
substances other than glucose is uncommon. 

Careful control of the diabetes is extremely 
important, so that insulin reactions may be 
avoided and the instability of the patient’s con- 
dition during later pregnancy, in labour, and in the 
first week of the puerperium can be counter- 
balanced 

The author quotes his experiences in 47 preg- 
nancies. No less than 10 were complicated by 
pre-eclampsia or eclampsia, and another 11 
patients had some albuminuria with a transient 
hypertension. In spite of this the 10 eclamptic and 
pre-eclamptic patients gave birth to 7 living 
children. About 50 per cent of the foetal mortality 
was found in the albuminuric group. Caesarean 
section is important in treatment if the baby is 
large Kenneth Bowes 


2448. Diabetes in Pregnancy. [In 
Russian. | 

By P. Mtronov. Blg. Klin., 20, 810-815, 1949. 

A case of diabetes insipidus originating in preg 
nancy is described. The patient had previously 
had four normal pregnancies. Thirst and polyuria 
were noticed at the beginning of pregnancy and 
became more and more troublesome as time went 
on, until, in the 8th month, the patient was pass- 
ing 9 to to litres of urine a day. Blood pressure 
during the last month of pregnancy varied between 
150/110 and 140/90 mm. Hg. Immediately after 
delivery polyuria diminished to 2 litres a day and 
within a few days the amount excreted had fallen 
to normal. The patient was discharged from 
hospital symptom-free. S. S. B. Gilder 


2449. Diseases of the Skin in Pregnancy. 

By G. M. CRawrorp and R. W. Leeper. Arch. 
Derm. Syph., Chicago, 61, 753-771, May 1950. 
1 fig., 7 refs. 

The case reports of 50,000 pregnant women 
delivered in hospital over a period of 20 years 
revealed records of dermatoses in 181 women. The 
incidence, 0.37 per cent, is compared with the 5.0 
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per cent incidence of dermatitis in general practice. 

Herpes gestationis occurred in 11 patients and 
started not earlier than the 4th month of preg- 
nancy. All infants were normal at birth. In 5§ 
patients the affection occurred with the first preg- 
nancy but it did not necessarily recur with subse- 
quent pregnancies. Prurigo and pruritus, present in 
10 cases, cleared within a few days of parturi- 
tion. Erythema multiforme, found in § cases, was 
in 4 patients associated with complications of 
pregnancy. Lupus erythematosus in 3 cases was 
seriously aggravated by pregnancy. 

The changing picture of the endocrine balance in 
pregnancy is discussed. John T. Ingram 


2450. Papilloma of the Cervix, Associated with 
Pregnancy. 

By S. A. Wore. Amer. J. Obstet. Gynec., 60, 
448-451, Aug. 1950. 2 figs., 6 refs. 


2451. The Possibility of Radiological Treatment of 
Operable Carcinoma of the Cervix in Pregnancy. (Zur 
Moglichkeit der radiologischen Behandlung von 
operablem Kollumkarzinom bei Graviden,) 

By V. KAHANPAA Strahlentherapie, 82, 123- 
128, 1950. 1 fig., 10 refs, 


2452. Ovarian Tumours and Pregnancy. 
tumorer och graviditet.) 
By B. Tornovist. 
Feb. 24, 1950. 11 refs. 

During the years 1908-49, 97 cases of ovarian 
tumour complicating pregnancy were operated 
upon in Lund and Malmo. They occurred in 
patients between 19 and 45 years of age, the maxi- 
mum frequency of occurrence being in the 25 to 30 
age-group; 73.2 per cent were cystomata, 21.6 per 
cent dermoids, 3.1 per cent fibromata, and 2.1 per 
cent carcinomata. Complications included increase 
in rate of growth of the tumour, abortion, and 
torsion. The differential diagnosis is discussed 
and it is pointed out that in considering ectopic 
pregnancy the possibility of its coincidence with 
ovarian cyst must be remembered. At Lund in 4.3 
per cent of cases of ectopic gestation there was an 
associated ovarian tumour. Kenneth Bowes 


(Ovarial- 


Nord. Med., 43, 340-342, 


2453. Incomplete External Rupture of the Uterus. 
(Rotura uterina incompleta externa.) , 

By P. Cornejo and J. Arriacapa, Bol, Soc. 
chil, Obstet. Ginec., 15, 18-21, Apr. 1950. 2 refs. 


2454. Prolapse of the Uterus Complicating Preg- 
nancy end Labor, 

By S. L. Isnaet and L. L. Weser. West, J. 
Surg. Obstet. Gynec, 58, 421-423, Aug. 1950. 
9 refs. 

2455 


Facial Palsy in Pregnancy and Labour. 


(Fazialislahmung in der Schwangerschaft und unter 
der Geburt.) 

By G. Geburts. u. Frauenheiik, 10, 
1 fig., 16 refs. 


535-543, July 1950. 
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2456. Pregnancy Complicated by Subarachnoid 
Hemorrhage. Case Report. 

By D. B. Gersuenreco and L. E. Saver. J 
Med. Soc Neu ye rsey. 47. 474-375. Aug. 1950 
1 ref 


2467. Pregnancy and Parturition in Disseminated 
Sclerosis, (Schwangerschatt und Geburt bei multipler 
Sklerose 

By A. Kotrer. Klin. Med., Wien, §, 361-363, 
Aug. 1, 1950. 6 refs 


2445. The Influence of Maternal Measles (Morbilli) 
on the Unborn Child. 

By A. D. Packer. Med J. Aust., 1, 835-838 
June 24, 1950. 21 refs 


24$4. Pregnancy and Pulmonery Tuberculosis. 

By H. M. Turner. Lancet, 1, 697-700, Apr. 15, 
i990. 2 figs., 16 refs 

rhe investigation is described of 718 pregnancies 
in §34 tuberculous women, 163 of whom are known 
to have died of the diseas: They represent the 
author's personal observations over 21 years 

Phe cases are subdivided into four groups: those 
known to have active tuberculosis, those with 
quiescent lesions, those in which the diagnosis was 
first made during pregnancy, and those in which it 
was diagnosed within one year of termination of 
pregnancy 

No evidence could be deduced from survival 
rates to show that pregnancy had any adverse 
effect in quiescent cases. In the other groups the 
relatively small numbers in which it was harmful 
were equalled by those in which it appeared to be 
beneficial 

Ihe onset of the disease for the first time. and 
the recrudescence of old lesions, were commonest 
in the first 4 months of pregnancy and in the first 
tnonth of the puerperium. It is suggested that in 
some of the cases of miliary disease the underlying 
lesion may be a tuberculous endometritis, and 
further that the exertions of labour may be a factor 
in reactivating old foci. In active disease the prog 


nosis for 40 cases of spontaneous abortion wa 


ippreciably better than for 25 in which abortion 
wis ndu ed 

Phe theory ts propounded (there is some animal 
exp ntal evidence for it) that the first danger 
period is related t the high maternal blood 
hor madotrophin level ind the second 
puerperal) danger period to a sudden fall in oestro 
gen level in the presence of a gonadotrophin level 
till well above pre-con eption levels. The results 
in cases of abortion bear this out in that a sub 


stantial number of spontaneous abortions are duc 
to endocrine imbalance, with relatively low gona 
dotrophin and high oestrogen levels 

Che possible harm from giving gor idotrophin to 
counteract abortion, and conversely the possible 
benefht from giving oestrogen to suppress lactation 
in the two danger periods are noted. On these 
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grounds termination of pregnancy after the 14th 
week is not advised No mention is made of the 
possible influence of chemotherapy on the prog- 
nosis. | Donough O' Brien 


2400. Some Results of Streptomycin Treatment in 
Pregnancy and the Puerperium, ((Quelques résultats 
du traitement par la streptomycine au cours de l'état 
gravido-puerpéral. ) 

By G. FAauGerRe and Freour, Rev. franc. 
Gynéc., 45, 72-89, Mar.-April, 1950. 8 refs 

rhe authors report the results of treatment of 
tuberculous pregnant and puerperal women with 
streptomycin in the Infectious Diseases Hospital 
and Canolle Maternity Hospital, Bordeaux. Only 
cases followed up for several months are included 

The cases are divided into 3 groups. Group I (18 
cases) consisted of women treated during preg 
nancy. In 6 cases where the appearance of infec 
tion coimecided with pregnancy, streptomycin 
treatment was begun as early as the 3rd and as 
late as the 7th month, and continued up to 24% 
months after delivery. Four patients were appar 
ently cured and gave birth to living children which 
survived. Two died, one having voluntarily dis 
continued treatment Despite these favourable 
results, a guarded prognosis is given, since future 
relapses cannot be excluded. The same proviso is 
made where an old infection was aggravated or 
revived during pregnancy. Six patients of this 
type, treated with streptomycin during pregnancy 
and up to 7 months after delivery, all had normal 
deliveries and puerperia; improvement was marked 
before delivery and continued afterwards. Four 
children born at term and one at 8% months sur 
vived. The quick response to parenteral strepto 
mycin in 2 cases of “‘ essential’’ sero-fibrinous 
pleurisy is difficult to assess, as older methods of 
treatment also produce good results. One child 
was premature (7', months) and survived; the 
other, born at term, died at 20 days. The remain 
ing cases include the following: (1) An apparent 
cure © months after delivery of one patient with 
tuberculous meningitis diagnosed at the 8th month 
of pregnancy and treated by intrathecal injection 
of streptomycin. The child was born at term but 
died 16 days later, necropsy revealing tuberculous 
onitis. (2) One case of renal tuberculosis in 
h streptomycin treatment, begun at the 5th 
month of pregnancy, arrested the course of the 
disease and improved the patient’s general con 
dition, but the urine continued to show signs of 
infection. In one case of tuberculous peritonitis 
ind one of Pott's disease, streptomycin treatment 
was ineffective and the patients died 

In this group the best response occurred in cases 
of pulmonary tuberculosis. Streptomycin was 
effectively used together with collapse therapy, 
particularly for patients whose condition might 
otherwise have prohibited such intervention 

Group IIL consisted of 2 women treated during 
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the puerperium for tuberculous symptoms. In one 
a diagnosis of bilateral pulmonary tuberculosis was 
made when she was delivered at the 6th month of 
a child which survived a few hours; 30 g. strepto 
mycin produced an apparent cure in 45 days, but 
the patient left hospital at her own request and 
died shortly afterwards of tuberculous meningitis 
The other case was of rena! tuberculosis evident 4 
days after confinement. After 3 months’ unsuc 
cessful treatment without streptomycin, 162 g 
was given in 80 days, followed by left nephrec- 
tomy. The patient had a further 34 g. and 
appeared cured 45 days after operation. 

Group III contained 4 cases of post-partum and 
post-abortum infection treated with both strepto- 
mycin and penicillin. Cures were obtained in 2 
cases of septic abortion followed by subtotal 
hysterectomy, and one of abdominal hysterotomy 
performed for an abortion. The 4th case was that 
of a woman who entered hospital 14 days after 
lower segment Caesarean section, having been 
ineffectively treated for sepsis with penicillin alone 
An increased dosage of penicillin together with 
Streptomycin produced a temporary improvement, 
but peritonitis developed and the patient died. 

As a result of their experience, the authors 
recommend a daily dose of 1 to 2 g. of strepto- 
mycin administered intramuscularly. A dose of 
1 g. or less should be divided into 4-hourly injec- 
tions, and one of between 1 and 2 g. into 6-hourly 
injections. The instances of streptomycin intoler- 
ance in the mother were few. The many cases of 
foetal loss, premature birth, and marasmus in 
infants might have been due to the disease or the 
drug. William Love 
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24643. Miliary Tubercislosis and Pregnancy. 


By G. E. Spencer, P. D. Sprvo, and J. D 
SILVERMAN. Amer. Rev. Tuberc., 62, 20G-212. 
Aug. 1950. 2 figs. 


2404. Artificial Pneumoperitoneum Complicated by 
Pregnancy. 

By S. H. Sanw and H. E. Bass. Amer. Re: 
Tuberc., 62, 219-222, Aug. 1950. 3 figs., 6 refs 


2465. Penicillin Therapy of the Syphilitic Pregnant 
Woman: its Practical Application to a Large Urban 
Obstetrical Service. 

By V. S. WamMock, O. M. Carrozzino, N. R 
INGRAHAM, and N. E. Crarr. Amer. J. Obstet 
Gynec., 59, 806-819, Apr. 1950. 7 refs 
Of 5,596 non-syphilitic mothers attending the 
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Philadelphia General Hospital in the years 1945-3 
there were born 4,902 normal infants (87.6 per 
cent), the outcome of pregnancy in the remainder 
being a live birth with neonatal death in 170 cases 
(3.0 per cent), stillbirth in 44 (0.8 per cent), pre- 
mature birth in 160 (2.9 per cent), and miscarriage 
in 320 (5.7 per cent)—an unsatisfactory outcome 
in only 12.4 per cent, Of 7 persons with untreated 
symptomatic early syphilis the outcome was un- 
satisfactory in 42.9 per cent, of 54 with untreated 
early latent syphilis the outcome was unsatisfac- 
tory in 70.4 per cent (a living syphilitic infant 
being born in no less than 31.4 per cent), and of 
14 with untreated late syphilis the outcome was 
unsatisfactory in 7.1 per cent. 


Figures for syphilitic mothers given arsenic and 
bismuth before or during pregnancy are also given. 
Of 17 mothers bearing 17 infants, and given inade- 
quate treatment for early syphilis before and none 
during pregnancy, the outcome was satisfactory 
in only 10. Of 36 mothers bearing 37 infants, 
having received inadequate treatment during preg 
nancy and none before, the outcome was unsatis- 
factory in 21.6 per cent; of 31 mothers having 
inadequate treatment before and again during 
pregnancy the outcome was unsatisfactory in 16.1 
per cent; of 81 mothers bearing 81 infants, receiv- 
ing adequate treatment during pregnancy irrespec- 
tive of previous treatment, the outcome was 
unsatisfactory in only 6.2 per cent; while of 30 
mothers bearing 32 infants, having had adequate 
treatment before and little or none during preg- 
nancy, the outcome was unsatisfactory in only 6.2 
per cent 


The results in further series of 245 pregnancies 
in which 248 infants were born of mothers with 
early syphilis treated with 2.4 mega units of 
aqueous penicillin G over a period of 74% days, and 
of 93 pregnancies in which 96 infants were born 
of mothers with late syphilis treated with the same 
amount of penicillin, are presented, Of 181 infants 
born of 179 mothers with early syphilis, receiving 
penicillin during pregnancy, 171 (94-5 per cent) 
were normal; there were 3 syphilitic infants who 
survived, 2 neonatal deaths, 2 stillbirths, 2 pre- 
mature infants, and 1 miscarriage—an unsatis- 
factory outcome in only 5.5 per cent, Of 67 infants 
born of 66 mothers who were given no treatment 
during pregnancy, but who had had penicillin 
treatment before conception, there was an unsatis- 
factory outcome in only 6 per cent (1 syphilitic 
infant, 2 neonatal deaths, and : stillbirth). Among 
go children born of 88 mothers with late syphilis 
given penicillin during pregnancy, there were only 
2 neonatal deaths, the remainder being normal— 
an unsatisfactory outcome in only 2.2 per cent, 
while in 5 pregnancies in mothers with late syphilis 
who had been given penicillin before conception 
there was 1 miscarriage and the outcome in the 
remainder was satisfactory R. R. Willcox 
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2406. So-called Angular Pregnancy. (A propos des 
grossesses dites angulairis.) 

By A. Granjon and A. M. Beauv. Gynéc. et 
Obstél., 49, 28-43, 1950. 17 figs., bibliography 


is defined as the embed- 
ding of the ovum in a uterine horn and in this 
paper the authors discuss the possibility of such 
horns occurring in a normal uterus. Uterosalpingo 
graphy shows that the upper part of the normal 
fundus is shaped like an inverted triangle and that 
only it abnormal uteri the fundus show 
definite cornua. After a review of the aetiology 
and pathology of the condition, they describe 6 
personal referred with the diagnosis of 
angular pregnancy [heir study confirms the 
belief that this condition is rare and that it only 
Kives rise to symptoms when there is some degree 
of failure of fusion of the Miillerian ducts in the 
upper part of the uterus 

Much work on this condition appears to have 
been done in France over the past few years and 
many misconceptions have arisen, which this paper 
should do much to correct D.C. A. Bevis 


Angular pregnancy 


does 


cases 


2407. Betopic Pregnancy in a Patient with Three 
Fallopian Tubes. 


By W. S. Wuarrremor: New Engl, J. Med., 
243, 79-80, July 20, 1950. 1 fig., § refs 
1408. Foreign Body in the Abdomen Coexisting 


with Ruptured Ectopic Pregnancy. 

By W. |. Reicn, M. J. Necurow, S. Pottock, 
and W. Hurchrerson ] Lancet, 70, 223-22 
June 1950. 1 ref 


2469. Ruptured Ectopic 
by Intestinal Obstruction. 
By D J MANNING 
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Pregnancy in the interstitial 
Fallopian tube accounts for 
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fig., 


43. 442-344, Feb. 24 

portion of the 
ibout 1 per cent of 
gestations. As in all forms of ectopic 
of the um, possible 
acquired abnormalities of the 
lated. About 200 
literature 


extrauterine 
embedding congenital or 
tube can be postu 


cases have been reported in the 


rhe author gives the clinical history and patho 
logical findings in 2 such cases. One occurred in a 
43-year-old woman admitted after death Necropsy 
revealed free int: iperitoneal bleeding and a le ft 


sided interstitial pregnancy with a foetus extruded 
from the ruptured uterine wall. The second case 
was in a 35-year-old woman complaining of 


abdominal pain and vaginal bleeding. The uterus 


reached nearly to the umbilicus and had a small 
mass at the right tubal angle about the size of a 
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plum. Operation was performed and the affected 
tube and uterine angle were excised. The patient 
recovered with complications. Pathological 
examination revealed a pregnancy in a_ tube 
affected by salpingitis isthmica nodosa This 
patient was re-admitted a year later with some 
what similar symptoms, a left-sided tubal 
pregnancy was found, and the tube removed 
Kenneth Bowes 
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2471. Interstitial Pregnancy at Term with Dead 
Foetus (Prenhez intersticial a termo com feto 
morto.} 

By S. Lemoruser, An. brasil. Ginec., 15, 313- 
s28, Apr. 1950. 14 figs 

2472. Unsuspected Tubal Pregnancy with Intra- 
peritoneal Hemorrhage. 

By B. M. Kaye. Amer J Obstet Gynec . 6. 
453-454, Aug. 1950 

2474. Betopic Pregnancy in a Tubal Stump. 
Ujabb méhenkivilh  terhesseég mehgagyott 
tubacsonkban. ) 

By S. Lérann. Orv. Hetid., 9, 349, Mar. 12 
1950. 


The case is described of a ruptured ectopic preg- 
nancy in the stump of a tube, previously the site 
of an ectopic pregnancy and ligated on that 
occasion, in a woman aged 33. Of the possibilities 
that there had been recanalization, passage of 
sperm across the peritoneal cavity and into the 
adnexal end of the tube, or mugration of the 
fertilized ovum into the uterine stump of the tube, 
the author prefers the first and cites in support 
the known occurrence of pregnancy after ligation 
without excision of the tubes for sterilization. He 
advocates tubal excision in cases of tubal preg- 
nancy Dushanka Wolstenholme 


2474. Advanced Intraligamentary Pregnancy. A 
Review and Case Report. 

By J]. P. Repcewicx, W. L. Rumsorz, and F. 
M. Nace. West. J. Surg. Obstet. Gynec., 58, 
424-426, Aug. 1950. 14 refs 

+75. Primary Ovarian Pregnancy. 


By G. A. Porreca. Amer. J]. Obstet. Gynec., 
60. 440-442, Aug. 1950. 2 figs. 

2470. Abdominal Pregnancy. (Embarazo ab- 
lomuinal.) 

By J]. A. F. Torres. Rev. med, peruana, 21, 
71-77. Feb. 1950. 6 refs 

2477. Advanced Abdominal Pregnancy. Case 
Report, 


By R, J. and D. G. /. 
Michigan med. Soc., 49, 805-806, July 1950. § refs. 


LABOUR. 
Intra-Partum Care. 


By J. H. Moore and F. A. Hur. J. Lancet, 70, 
213-214, June 1950. 5 refs 
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2479. Problems of Rational Management of Labour 
in Soviet Obstetrics. [In Russian. | 

By K. N. Zumaxin. Akush. Ginek., No. 4, 
27-32, July-Aug. 1950. 


2480. The Role of Folliculin in Labour [In 
Russian. } 

By P. SHusHanya, B. Kopaceysuivii, and J 
PayLopze. Akush. Ginek., No. 2, 18-22, Mar.- 
Apr. 1950. 1 ref. 

Foiliculin was estimated in the urine of 25 preg- 
nant women. It was found that the amount of 
folliculin excreted increases as pregnancy 
advances. Injection of folliculin during labour 
temporarily relieves labour pains. Multiple preg- 
nancies were associated with higher levels of 
folliculin. Removal of the placenta, either in 
normal labour or if retained in a pathological third 
stage of labour, always decreased the level of 
folliculin. Hence the author concludes that a high 
level of folliculin is connected with the presence 
of placental tissue in the body 

As folliculin increases the sensitivity of the 
uterus to pituitrin and acetylcholine it appears 
that the increased secretion of folliculin indicated 
by the high excretion of folliculin may play a 
substantial part in starting and maintaining 
labour E. W. Collis 


2481. The Significance in Labour of Uterine Attach- 
ment to the Pelvis. (Zur Bedeutung der Uterus- 
verankerung am Becken unter der Geburt.) 

By R. Gros. Geburts. u. Frauenheilk., 10, 
611-618, Aug. 1950. 


Atmospheric Conditions and Uterine Con- 
(Die Meteorotropie der Wehen- 


2452 
tractions in Labour. 
tatigkeit.) 

By W. Cyran and F. Becker 
177. 568-589, 1950. 1 fig., 25 refs 


Arch. Gynik., 


2483. The Problem of Premature Labour, (E] 
problema del parto prematuro.) 

By J. Mdtex. Rev, méd. Cordoba, 38, 240-244, 
May 1950. 1 fig., 13 refs. 


2484. Uterine Inertia. (Inercia uterina.) 
By G. Méncxererc. Bol. Soc, chil. Obstet. 
Ginec., 15, 8-17, Apr. 1950. 2 figs., 7 refs. 


2485. Some Experiences with Diathermy Applica- 


tion to the Pituitary in Uterine Imertia. (Alcune 
esperienze sulla marconiterapia ipofisaria nell’ inerzia 
uterina.) 

By V. MAINI. 
June 1949. 6 refs 

The author reports the use of short-wave 
diathermy to the pituitary in hypotonic labour. 
The pituitary was irradiated for 20 minutes, a 
wave-length of 6 metres being used, in 17 cases of 
primary inertia and 60 cases of secondary inertia. 


Riv. Ostet. Ginec., 4, 368-381, 


‘IOI! 


[No clinical or objective data are recorded as an 
indication of the severity of the functional 
dystocia.} The author records his impression that 
irradiation was helpful, particularly in cases in the 
expulsive stage after full cervical dilatation, which 
for the most part were of the secondary type of 
inertia. 

(Certainly no more can be claimed, as the 
irradiation would often seem to have been merely 
one pellet in shotgun therapy which included 
sensitizing doses of oestrin, vitamin C, and oxy- 
tocic drugs. | D. B. Fraser 


2486. Intravenous Pituitary Extract in Labor with 
Data on Patterns of Uterine Contractility. 

By L. M. Hetiman, J. S. Harris, and S. R. M. 
Amer. J]. Obstet, Gynec., 59, 41-48, 
Jan. 1950. § figs., 10 refs. 

Sixty cases of secondary uterine inertia were 
treated by continuous intravenous drip of a dilute 
solution of “' pituitrin'’, or, in cases of hyper- 
piesis, of “‘ pitocin '’, and the effect was noted by 
tokodynamometry. Figures illustrating the toko- 
dynagraphs obtained are reproduced. In 53 cases 
treatment was successful and in 7 unsuccessful; 
there were 2 ‘‘ corrected’ infant deaths in the 
former series and none in the latter. Success is 
defined as achievement of full cervical dilatation 
with lowering of the foetal head to a point where 
an easy low-forceps extraction could be performed. 

The solvent medium recommended is § per cent 
glucose, since theoretically there might be some 
objection to the sodium in glucose-saline. The 
usual dilution was 1 minim (0.06 ml.) pituitrin to 
100 ml. of diluent, or 1 ml. of standard extract 
(10 cat units) to 1,500 ml. of diluent. This solution 
was allowed to flow at the rate of 50 ml. for the 
first half hour and the rate was then increased, if 
necessary, to roo ml. per half hour. It is not 
recommended that the dose should be increased 
beyond 1 minim per half hour. Large doses are 
likely to produce unfavourable patterns of con- 
traction 

Irregularity of foetal heart beat with slowing was 
observed six times. It is important to watch for 
this; if it occurs the drip should be stopped 
immediately 

Most of the cases were conducted under regional 
block analgesia, others with pethidine (demerol) 
and scopolamine sedation. In defence of this use 
of analgesia, which, it is admitted, may in normal 
cases delay labour, it is pointed out that pain 
serves no good end and may even be deleterious 
to the patient. This technique is claimed to be 
physiological and safe. It provides a more con- 
tinuous absorption of the drug than is possible by 
intramuscular injections. Tetanic contraction was 
observed once, but was readily controlled by 
stopping the drug. Intravenous administration is 
more readily controlled than intermittent intra- 
muscular dosage. E,W. Kirk 
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245). Intravenous Posterior Pituitary Extract in 
the Second Stage. 


La hipofisina endovenos en 
i 


period CX PUlsivo.) 

Hy b RODRIGUEZ Bol Soc chil Obstet 
14 402-308, Nov 1949 18 refs 

The intravenous use of posterior pituitary 
extract during the second stage of labour is des 


enbed, in accordance with the “method of 
Professor Aviles This method has been used for 
14 years without any increase in maternal or foetal 
mortality 

The 


normal 


obtained 

normal relation 
between foetal size and size of maternal passages 
comy lete dilatation of the cervix 


following conditions must be 


labour, satisfactory or 


rupture of mem 


branes, head engagement with the oc« iput anterior, 
either directly or obliquely The method is 
umiicated to shorten the second stage under the 
conditions laid down above, to shorten maternal 


suffering or exhaustion 
sen ondary 


the 


combat to stimulate con 
uterine inertia 
foetu im 
clistre ind to obtain a nort 
the maternal 
example 

The method consists in 
to 
vasoconstriction 


trachons in to promote 
foetal 
when 


for 


rapid delivery of 


asses of 
ccond stage 
condition is unsatisfactory, 


im cardiac dise int 


a 


sin 


general anaes 
eliminate to peripheral 
Slow intravenous injection of 2 
to § units of posterior pituitary extract, ideally 

oxytocin '', is given. Episiotomy is practised as 
soon as the loetal head distends the vulva, if there 
is the slightest The contra 
indications are foetal distress 
with good pains 
portion 


due 


perine il resistance 


posterior positions 


ind actual or suspected dispro 


In*245 case no accident ittributable to the 


method were seen The 14 ises of applic ations 
of forceps were due to inexperience of the method 
Six cases of retained placenta were due to 
abnormal adhesion. The average duration of the 
second stage of labour after the injection was 3 
minutes 1 second. The placenta was delivered in 
an average of § minutes 24 second The average 
loss of blood was 114 @. The rapid delivery of the 
foetus and placenta and the nall amount of blood 
loss are the great advantages of the method 


sepPhine Barnes 


2455 The Effect of Post pituitary Gland Extract 


on the Activity of the Human Uterus In English 

By 7 Dan obstet scand 30 
Suppl. 4, 1-138. 105 figs, tibhography 

» Clinical Evaluation of Methergine 

By F. F. Scape and H.C. Gernann. Amer. ] 
Obstet. $9. 627-624. Mar 1950 s figs 
14 rel 

A comparison between the synthesized oxytoci 
drug methergine methylergometrine) and 
ergonovine (ergometrine) is described, 550 patients 
receiving methergine (0.2 mg. in 1 ml.) and a 
control group of 406 patients ergonovine [dose 
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unspecified | The methods of delivery in both 
groups were similar, no case of Caesarean section 
being included. The drug was in every case 
injected at the appearance of the anterior shoulder 
or buttock. Spinal analgesia was used for 63.27 
per cent of the methergine group of patients and 
for 41.62 per cent of the ergonovine group; the 
incidence of nitrous-oxide, oxygen, and ether 
anaesthesia in the ergonovine group was more than 
double that in the methergine group 

Ihe time elapsing between the injection of the 
drug and the first contraction of the uterus, and 
between injection and delivery of the placenta, 
was observed in every case. The time from injec 
tion to the end of the third stage was 5 minutes 
or less in 87.27 per cent of the patients given 
methergine, and in 80.54 per cent of the patients 
given ergonovine. Manual removal of the placenta 
was required in 4 cases in the methergine group 
and twice in the ergonovine group, but the number 
of cases is too small to be of statistical significance 

Blood loss was almost identical in both groups 
[here were no side-effects from the injection of 
methergine and it is concluded that this drug is a 
and potent oxytocic drug, corresponding 
closely to ergonovine in its action 

Margaret Puxon 
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Ergometrine in Labour. 
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2490 (Ergonovina en el 


By O. AGuERO. Obstet. Ginec. lat.-amer., 8, 
96-100, Mar.-Apr. 1950. 45 refs 

2401. Methylergobasine in Obstetrics. (Metyler 
basin 1 fod elshjelp 

By R. C. Lancpatte. Nord. Med., 44, 1348 
1350, Aug. 1950. 3 refs 

2402. Clinical Trial of ** Eutocin’’, a Substance 
Occurring Naturally in the Parturient Uterus. 
(Premiers résultats cliniques de l'eutocine. Un prin 


cipe naturel de la contraction utérine de l'accouche 
ment 

By F,. Hanon, M. Coguorn-Carnor, P. PIGNARD, 
and G. Ltvi. Parts méd., 40, 321-324, June 17 
1950 6 refs 

2403. Use of ‘*Deamin’’ as a Spasmolytic in 
Labour. (Impiego del deamin nell'assistenza medica 
il parto 

By V. Mert. Mimerva Ginec., 2, 298-300, July 
1950. 4 refs 

jo4. Clinical Studies on the Oxytocic Effect of 


(Indagini 


Sparteine Sulphate in Dynamic Dystocia. 
i di sparteina 


che 


oxitocica del solfat 


listocte 


nelle dinamiche del parto.) 

By S. Canna. Riv, Ostet. Ginec., 4, 350-367, 
June 1949. 7 figs., 20 refs 

The authors explored the use of sparteine 


sulphate as an oxytocic drug in three types of 
those with premature ruptured mem- 


branes, not in labour; (2) cases of primary inertia; 
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(3) cases of secondary inertia. Individual doses 
varied from 50 to 150 mg., not exceeding a total 
dose of 600 mg. The drug proved of no value in 
the first group, but was helpful in inertia The 
oxytocic effect is undoubted and supported by 
evidence of tomograph tracings. 

‘From the case records it is obvious that the 
criteria of diagnosis in both types of inertia are 
not so strict as in Britain A number of cases 
treated could be regarded simply as cases of 
hypotonic normal labour. Sparteine sulphate does 
not appear to have any advantage over oxytocin. | 


D. B. Fraser 


2495. Three Cases of Intoxication Provoked Acci- 
dentally (with Synthetic Antihistamine Drugs) at the 
Moment of Delivery. (Considerazioni sopra tre cast 
di intossicazione gravidica provocata accidentalmente 
al momento del parto.) 

By M. Luts1. Riv, Ostet. Ginec 
1950 


. 5. 33-39, Jan. 


2400. Partus in a Case of Atresia Vaginae, after 
Attempts to Procure Abortion, with Peculiar Conse- 
quences for Mother and Child. [In English.) 

By E. E. Driessen. Gynaecologia, Basel, 129, 
174-176, Mar. 1950. 2 figs 

This is an account of a case, probably unique 
in the literature, in which a woman, 4 months 
pregnant, injected a caustic soda solution into the 
vagina and uterus with such determination that 
she produced severe atresia of the former and 
extensive burns of the foetal legs. Nevertheless 
she went to term and was delivered by vaginal 
operation of a healthy infant, whose burns were 
epithelializing, but who had a foot contracture due 
to scarring S.S. B. Gilder 


2497. Cervical Atresia Complicating Parturition. 
Report of a Case. 
By M. Putver and M. J. SCHREIBER. 


Harlem 
Hosp. Bull., 3, 17-18, June 1950. 1 ref. 


2498. Dystocia Due to Solitary Pelvic Ectopic 
Kidney. 

By C. H. McKenzie. 
June 1950. 4 figs., 6 refs. 

2499. Strangulated Diaphragmatic Hernia Com- 
plicating Delivery. 

By S. C. Pearson, S. G. Pittspury, and M. 
McCattum. J. Amer. med. Ass., 144, 22-24, Sept. 
2, 1950. 4 figs., 6 refs. 

2500. Breech Delivery in the Elderly Primipara. 
(El parto pelviano en la primipara afiosa.) 

By J. L. Anumapa. Obstet. Ginec. lat.-amer., 
8, 28-34, Jan.-Feb., 1950. 

The author describes the results of breech 
delivery in 118 elderly primigravidae (that is, 
primigravidae of 28 years or older) in Buenos 
Aires, there being 121 babies of more than 1,500 g. 
birth weight. The weight of the baby at birth was 
on average higher in the elderly than in young 


J. Lancet, 70, 215-217, 
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primiparae—3,123 g. as against 3,003 g. The inci- 
dence of breech delivery was 5.07 per cent in 
elderly primigravidae and 4.25 per cent in young 
primigravidae 

The incidence ot operative intervention (breech 
extraction and Caesarean section) was 40 per cent 
in elderly primigravidae, compared with 17 per 
cent in young primigravidae. These results are 
discussed in detail. No great difference was 
observed between the two groups as regards dura- 
tion of labour or type of breech presentation. The 
foetal mortality following breech extraction in 
elderly primigravidae was about half that in young 
primigravidae. 

Maternal mortality after Caesarean section was 
31.2 per cent. This high figure is attributed to the 
use of the classical incision and to the fact that 
many of these cases were treated before the intro- 
duction of sulphonamides and penicillin; most of 
the deaths were due to sepsis. There was no 
maternal mortality when labour terminated by the 
vaginal route. 

It is concluded that, while breech delivery by 
the vagina in the elderly primigravida carries more 
risk than in the young primigravida, the difference 
is not sufficiently large to warrant routine 
Caesarean section, Clinical and radiological assess- 
ment of pelvic capacity is all-important in deciding 
the mode of delivery. 

It is difficult to assess these results. A woman 
of 28 would not be considered to be an elderly 
primigravida in Britain, but in Latin-American 
countries women mature earlier and have their first 
child younger. Thus comparison is _ possible 
between these and published results in Britain. 
Here, it is generally agreed that breech delivery 
carries a greater foetal mortality even in multi- 
gravidae. External version is thus recommended 
whenever possible. The author does not mention 
whether version was attempted or carried out in 
his cases. | Josephine Barnes 


2501. Occipitoposterior Position. 
By H. B. Benaron and B., E. Tucker. J. Jowa 
St. med. Soc., 40, 247-251, June 1950. 16 refs. 


2502. Retained Placenta. Delivery by the Hy- 
draulic Method (Mojon-Gabastou Injection) . 

By C. D. Brapiey. Amer, J, Obstet. Gynec., 
59, 141-147, Jan. 1950. 1 fig., 22 refs. 

Many methods have been devised to produce 
expulsion of a retained placenta, and most of these 
have involved manual interference. While the 
former mortality rate of 10 per cent for manual 
removal has now been reduced to 1.8 to 2.8 per 
cent it is still safer to avoid this form of inter- 
ference whenever possible. The author has there- 
fore reverted to the hydraulic method as described 
by Gabastou of Buenos Aires and Mojon of Genoa 
in 1914. 

This method consists of injection of 500 to 1,000 
ml. of hot normal saline solution into the umbilical 
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cord, through the umbiheal vein. The injection of 
the hot solution causes the placenta to swell to 
twice its normal size, and become firmer and 
heavier. This increase in size completes its separa 
tion from the uterine wall, and the increased size 
and weight stimulate uterine contractions The 
heat of the injected solution further stimulates the 
uterus to expel the placenta The only equipment 
needed is a large-gauge needle with short bevel or 
blunt end, a large syringe, ™ veral haemostatic 
forceps, and 1,000 ml. of hot sterile normal saline 
solution 

The needle is inserted into the umbilical vein as 
for any intravenous injection, and then clamped 
with one or two haemostats to maintain it in plac e, 
and to prevent escape of the fluid from the cord 
around the needle. If, at the end of 15 to 20 
minutes, the placenta has not been delivered 
either spontaneously, or by simple pressure on the 
fundus, manual removal should be performed 
without further delay. The injection should not be 
repeated when the fluid runs out of the vulva as 
fast as it is injected. This is likely to occur when 
the placenta has previously been ruptured by 
various attempts to express it by ¢ rede’s method 
It is therefore incapable of holding the injection, 
and the fluid escapes through broken cotyledons 
The author describes as special equipment a Hors 
ley cannula, together with a stopcock and two lead 
knobs soldered on its shaft 

The author had a success rate of 70 per cent in 
13 cases of retained placenta in which he tried this 
method: he believes the method to be very safe 
ind simple, and advises it in every case of re tained 
placenta without bleeding, but objects to it where 
profuse bleeding exists |]. Rabinowitch 

2403. Manual Removal of the Placenta. (431 
Cases.) (Extraccion manual de placenta, (Estudio 
le 441 Ca ).) 

By F. O. Diaz per Castitto, J. Munoz 
Brizguez, P. Marazueta J. Diaz 
LLORENTE, and Martinez GIMENo. Medicina, 
Madrid, 18, 417-432, June, 1950. 43 refs 


2404. Manual Removal of the Placenta. 
By R. F. Wortmann. J. Missouri med. Ass , 
47, 586-588, Aug. 1950. 8 refs 


os. Placenta Accreta. 
By J]. Brovoner. J. int. Coll. Surg, 14, 96 
oo July 1950 2 fws., i1 refs 


6 Speculum Examination of the Cervix after 
Labour In Russian 

By 1. F. ZHorpanta. Akush. Ginek., No. 1, 14 
15. Jan.-Feb. 1950. 1 ref 

Observation made within the last 13 years 
showed that laceration of the cervix in labour was 
encountered in 37 per cent of the cases in which 
the nature of the labour had led to suspicion of 
trauma Laceration occurs four times more fre 
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quently in primiparae than in multiparae. Visual 
control of the condition of the cervix by speculum 
examination post-partum proved to be quite a 
harmless procedure, provided strict asepsis was 
maintained. Statistics showed that the cervix 
injured in delivery is likely to undergo hyper- 
trophy. The latter might be concerned in the 
origin of cancer of the cervix. Hence it is suggested 
that all patients after delivery should be examined 
with the speculum in order to detect laceration of 
the cervix as early as possible; such lacerations 
should be sutured if they exceed 2 cm. in length. 
E. W. Collis 


2507. Rupture of the Uterus. 
By G. L. Wart. Amer, J. Obstet. Gynec., 59, 
49° 497. Mar 1950 

Ihe author analyzes a series of 15 cases of 
rupture of the uterus occurring in the Toronto 
General Hospital over a recent 20-year period 
Division into the three usual groups gives a distri- 
bution of 1 spontaneous, 9 traumatic, and 5 scar 
ruptures. The spontaneous rupture was caused by 
the administration of pituitary extract to a multi- 
parous patient with disproportion due to a hydro- 
cephalic foetus, and the need is stressed by the 
author for the same standard of obstetric care for 
parous patients as for primigravidae. In the trau- 
matic group only one baby survived, 3 mothers 
were lost, and two others were left with vesico- 
vaginal fistulae, yet 5 of the 9g ruptures were 
incomplete. Internal version and breech extrac 
tion had accounted for 6 of these cases, and in only 
4 of the patients was the diagnosis made at the 
time of delivery [The author suggests that 
Caesarean section should be used more freely for 
cases of dystocia. The 5 cases of scar rupture ail 
followed the classical operation; all mothers sur 
vived and all the babies were lost; one uterus was 
repaired and the remainder were removed. The 
author advocates strict adherence to the principle 
of ° once a Caesarean always a Caesarean ’’ and 
suggests that there is no longer a place in obstetrics 
for the classical operation. 

The lessons of this article have already been 
largely accepted. The performance of internal 
version late in labour is seldom considered good 
obstetrics and there is a swing towards abdominal 
delivery as the answer to all obstetric problems. 
It is most unlikely that repeat section will be 
required universally following the transverse 
incision in the lower segment, and cases of elective 
repeat section should not be delivered as a routine 
at the 38th week. It is better practice to admit the 
patient for observation, performing the operation 
as nearly as possible on the expected date of 


delivery W. A. Mill 
2508. Late Ligature of the Umbilical Cord. (La. 


queadura tardia no cordio umbilical ) 
By P. pe OLtverra Lopes. Rev. Ginec. Obstet.. 
44. 441-456, July 1950. 1 fig., 17 refs 
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REVIEW OF CURRENT LITERATURE 


2509. Avulsion of the Scalp as a Birth Injury. 
Geburtstraumatische Skalpierungsverletzung beim 
Neugeborenen.) 

By R. ScHoLz 
1950. 2 figs 

2510. Birth Injuries to the Mother and Measures 
for their Prevention, {In Russian. 

By I. F. Zttorpanta Akush. Ginek, No. 4, 3-11, 
July-Aug. 1950 

2511. Uterine Tears in Labour. [In Russian.| 

By M. I. TEVERORSK!). Akush, Gynec., No. 4, 
51-53, July-Aug. 1950 

2512. Analysis of the Causes of Vesico-vaginal 
Fistulae in Labour. [In Russian 

By D. N. Amasekov. Akush 
12-14, July-Aug. 1950 


Ost. 7. Kinderheilk, 4, 359-361, 


Ginek., No. 4, 


2514. Subcutaneous Emphysema in Labour. (Em 
physema subcutaneum sub partu.) 
By E. Rosenzweic and B 
Viesn., 72, 171-174, 1950. 26 refs. 


Mark. Lijeén. 


ANAESTHESIA 


2514. Analgesia and Anesthesia in Obstetrics. 
By C. B. Lutt. Wisconsin med. ]., 49, 374-376, 
May 1950 


2515. An Analysis and Evaluation of Vinbarbital 
Sodium for Obstetric Amnesia and Analgesia. 

By V. A. Muetter. Amer. J. Obstet. Gynec., 
59, 679-684, Mar. 1950. 9 refs 

This paper from Kansas reports an effort to 
assess the value of vinbarbital sodium (‘‘ delvinal 
or sodium 5-(1-methyl-butenyl) burbiturate) for 
obstetric amnesia and analgesia. To provide con 
trols, Group I consisted of 88 patients (of whom 
42 were primiparae) given various combinations of 
other drugs. Group II contained 213 patients (100 
primiparae), unselected consecutive cases, who 
were given vinbarbital sodium, usually in combina 
tion with scopolamine. Group III contained 14 
patients receiving no medication. Ages varied 
from 15 to 45 years. In group II all patients 
received an intravenous dose of vinbarbital and 
some had a supplementary oral dose. The minimum 
dose was 150 mg. and the maximum to any one 
patient was 720 mg. Most patients received an 
initial dose of 300 mg. followed by scopolamine 
1/130 gr. 0.5 mg.) as soon as labour was definitvly 
established. Additional doses of 120 to 180 mg. of 
the barbiturate was given orally at one-hour to 
5-hour intervals as required. Some patients 
received additional doses of scopolamine gr. 1/200 
after 6 hours. The analysis of results is set out in 
six tables. There were no untoward effects on 
mothers or babies, and an almost complete absence 
of excitement. Of the mothers 74 per cent had 
complete amnesia and a further 21 per cent had 
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‘ moderate amnesia ''. While the figures may not 
be conclusive statistically, labour was definitely 
shorter in group II than the controls, and the 
foetal loss was certainly lower. The author states 
that even when vinbarbital was given within 20 
minutes of delivery there were no ill effects. There 
was one case of induration of the antecubital fossa, 
attributed to extravasation of the drug. There 
was no significant difference in the proportion of 
spontaneous deliveries, which remained at about 
51 per cent. in each group. The author concludes 
that vinbarbital sodium is a safe and satisfactory 
drug, which tends to shorten labour but does not 
cause excitement or respiratory difficulties in the 
new-born Frank L. Robertshaw 


2516. Paracervical Block Anesthesia During Labor. 
By J.S. Gittam and D, W. Freeman. J. Lancet, 
70, 206-208, June 1950. 1 fig., 1 ref 


2517. Pethidine in Obstetric Analgesia. (1) demerol 


nell’analgesia ostetrica, ) 


By M. Reperti. Riv. Ostet. Ginec., 4, 625-632. 
Oct. 1949. 18 refs. 

2518. Pentothal Sodium Anesthesia for Vaginal 
Delivery. 

By R. T. F. Scumipr and J. A. Wetnsaum. 


U.S. armed Forces med. ]., 1, 874-880, Aug. 1950 
8 refs. 


PUERPERIUM 
2519. Reflections on the Post-partum Period. 
By T. F. N.Z. med. J., 49, 210-210, 
June 1950. 7 refs. 


2520. Barly Rising for Puerperal Women. 

By A. B. Swarsreck. Brit. med. J., 1, 936-938, 
Apr. 22, 1950. 8 refs 

Of 828 recently delivered women, 23 of whom 
had undergone Caesarean section, 588 clean 
cases were admitted to two wards in unselected 
distribution. In one ward early rising was per- 
permitted, the patient standing out of bed for 
about 3 minutes on the second day, and in the 
other ward, with the same nursing staff, patients 
were kept in bed until the eighth day. 

No figures are given, but it is stated that there 
was no statistical difference in the two groups of 
patients in the immediate post-natal period in 
respect of general, genital, and urinary infection, 
subinvolution, incidence of thrombosis, and breast 
disorders. At the post-natal examination (6 weeks 
after delivery), although again no figures are given, 
there was a higher incidence among primiparae in 
the “‘early rising’’ group of lax abdominal 
muscles, laceration of the cervix, pain, and vaginal 
discharge. Among multiparae in this group, also, 
there were more with lax abdominal muscles and 
laceration of the cervix. The author does net con 
sider that these differences make out a case against 
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early rising because it was found that in those 
primigravidae allowed this regimen there were four 
times as many cases of lacerated cervix as in the 
other group. Since these lacerations could only 
have been due to labour, the increased incidence 
of pain and discharge in this group is explained 
The majority of multiparae were nursed in the 
ward where early rising was the routine, so the 
increased incidence of ‘‘ lax *’ abdominal muscles 
in this group is explained 

The author stresses that early rising is not suit 
able in domiciliary practice, “‘ nor is it to ke used 
as a means of increasing hospital turnover’. It is 
still considered essential to keep the puerperal 
woman in hospital for ten days 

L. A. Cruttenden 


Significance of Haemoglobin Level in the 
Puerperium. Its Relation to Birth Weight and Pro- 
duction of Breast Milk. 


By KR. Dean Brit. med 1, 5607-570, 
Mar. 11, 1950. 1 fig., 20 refs 

This is an attempt to assess quantitatively the 
value of high or low levels of haemoglobin in the 
blood of German women in the puerperium. The 
haemoglobin estimation was carried out on 1,500 
women on the 7th day after delivery The Sahli 
method was used and the colour was assessed in 
in optical haemoglobinometer The results are 
tabulated The milk yield on the 5th day after 
delivery bore no relation to the percentage of 
haemoglobin, and post-partum haemorrhage did 
wt affect the amount of milk obtainable on that 
day. No relation was found to exist between the 
haemoglobin value in the mother and the birth 
weight of the child 

Multiparae had a slightly higher haemoglobin 
level than primiparae and the author suggests that 
th's is due to slower loss of body fluid in primi 
parae, whose blood may therefore be more dilute 
on the 7th day than that of multiparae. Mothers 
of female children had a slightly higher haemo 
globin level than those of males; for this no 
explanation is offered. The haemoglobin value did 
not vary with the age of the mother 

B.S. P. Gurney 


22. Post-partum Cardiac Insufficiency. 


Insuth 
<cientia 
By A. Linpesoom. Ned. Tijdschr. Geneesk., 
94, 2453-2401, Aug. 26, 1950. 21 refs 
2625. Anti-P Agglutinins the 
Aglutininas anti-P en una puerpera 
By M. Mata pe ta CaMpaand F. Bonita. Acta 

ginec., Madr., 1, 294-300, 1950. 49 refs 


post partum 


Puerpertum. 


2624. Psychiatric Problems of the Puerperium from 
the Standpoint of Prophylaxis. 

By L. Linn and P. Potatin 
24. 375-354, 1950. 13 refs 


Psychtat Ouart 
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2625. A Clinical Observation of Post-partum De- 
pression and its Treatment. 

By M. Rotann. West. ]. Surg. Obst: 
58. 491-393, July 1950 


,26. Treatment of Post-partum and Menopausal 


‘sy nec 


Obesity. 
By H. Hatrer. Med. ]. Aust., 2, 246-248, Aug. 
12, 1950. 15 rets 


2527. A Case of Post-partum Eclampsia. 
pos d'un cas d’éclampsia du post-partum.) 
By O, Gossetin. Brux. med., 30. 1452-1453, 


July 1950 


\ pro- 


2528. The Inhibition of Inflammation by Vernix 
Caseosa, [In English 

By L. Lajos. Gynaecologia, Base!, 129, 45-52. 
Jan. 1950. 

Ihe author reports from the Obstetrical and 
Gynaecological Clinic, University of Pecs, Hun 
vary, a small series of 20 cases in which the 
external application of vernix cascosa in inflam- 
matory conditions arising in the puerperium was 
attended by recovery without complications. He 
postulates the presence in vernix caseosa of an 
unknown biological factor in addition to oestrogen 
ind progesterone 

[welve patients were suffering from mastitis and 
8 from inflammation of the perineal wound. The 
vernix was removed from the newborn, washed 
with water and kept in the refrigerator until us¢ 
No further details are given. } 

Clinical details of the cases treated are given. In 
the cases of puerperal mastitis, 1 to 3 g. of the 
ernix was applied to the inflamed area of the 
breast twice daily In 11 cases pain was relieved 
quickly and cure was complete in 2 days. One cass 
required ro days’ treatment before cure was com 
plete, because of alternating infection in the tw 
breasts No abscess developed The perineal 
infections were similarly treated by application of 
1 to 3 2. twice daily. Resolution was again rapid 

and suppuration did not occur C. G. Nairn 


29. Developments in Treatment of Puerperal 
Infection. (Evolucion en el tratamiento de la infec- 
puerperal.) 

By V. MONTEVERDE. Prensa méd. argent., 37, 
1309-1313, June 16, 1950. 


2530. The Aetiology of So-called One-day Fever in 
the Puerperium. Does Lochial Stagnation without 
Endometritis lead to Fever? (Zur Atiologie des sog 
Ein.Tag-Fiebers im Wochenbett Fihrt Lochial- 
stauung ohne Endometritis zu Fieber im Wochen- 
bett?) 

By K. THomsen. Arch. Gyndk., 177, 408-420, 
1990. 10 refs 


Puerperal Gangrene. 
By A. Crate and L. L. Nusspaum 
290-291, Aug. 19, 195 10 refs 


Lancet, 2, 
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REVIEW OF CURRENT LITERATURE 
LACTATION 
2532. Suppression of Lactation with O6cstrogens. 


(Le blocage de la lactation par les a@strogénes.) 

By M. J. D. Romani. Gynéc. et Obstét., 49, 
312-315, 1950. 19 refs. 
Contribution to the 
(Experimenteller 


2533. An Experimental 
Aetiology of Puerperal Mastitis. 
Beitrag zur Atiologie der Mastitis puerperalis.) 

By H. Mutu. Dtsch. med. Wschr., 75, 1072 
1074, Aug. 25, 1950. 11 refs 


INFANT 
2534. Birth Order and Body Size. HU. 
and Childhood Materials. 
By H. V. Merepiru, Amer. phys. Anthrop., 
8, 195-224, June 1950. Bibliography 
2535. A Rapid Aseptic Scrub Technique for 
Nurseries of the Newborn. 


Neonatal 


By O. E. Atrers, J. P. and A. 
Buck. Amer. J]. Obstet. Gynec., 6, 431-436, 
Aug. 1950. 2 figs., 3 refs. 


2536. The Capacity of the Renal Tubules for Water 
Reabsorption in the Newborn and in Infants. (A 
tubulusok vizresorptids készsége ujezulétt- és csec- 
semokorban. 

By L. Barta and A. HERNADI 
225-229, Feb. 19, 1950. 11 refs 

The authors review previous reports on the 
extent to which tubular reabsorption takes place, 
if at all, in early life, and have carried out tests 
in an attempt to clarify the position. Six newborn 
babies and 16 infants, after 8 to 10 hours of star- 
vation, were given 30 to 50 ml. of water containing 
5 to 10g. of glucose, the dose being repeated after 
1'; hours. An indwelling catheter was used in each 
case and the urine collected during starvation, 
1's; hours after the first dose of glucose, and 1 hour 
after the second dose; blood was taken after the 
first dose. Tea and saccharine were given in con- 
trol tests. The creatinine clearances were esti 
mated, and marked increases in concentration were 
found in almost all cases and not in the controls 
Glomerular filtration was much increased in nor 
mal infants after glucose administration but not in 
the newborn, whose glomeruli are thought to be 
immature, or in atrophic infants. The authors 
found that in normal newborn and older infants 
tubular reabsorption may amount to as much as 
99 per cent even within a few hours of birth. 

Dushanka Wolstenholme 


Orv. Hetil., 91, 


2537. History of Circumcision. 

By E. A. Hann. J. Mich. med. Soc., 49, 573- 
574 and 578, May 1950. 21 refs. 

The custom of circumcision dates back to at least 
the Magdalenian period of the Palaeolithic Age. 
It is illustrated in Egyptian bas-reliefs dating from 
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2400 B.C. and a circumcised mummy of 1614 B.c 
has been found. Originally a mark of the priest 
hood, circumcision later spread to all classes until 
the uncircumcised came to be considered unclean 
Among the Arabs and Ethiopians it probably 
began as a fertility rite and was performed at the 
age of 13; in Persia it is carried out at the age of 
3 or 4 years, but many Arab tribes choose the ages 
of 7, 14, 21, or 28 days. 

Circumcision is first mentioned in the Bible in 
the covenant between Abraham and Jehovah 1500 
850 B.c.) and became a tribal mark of the early 
Jews, although Moses was uncircumcised. After 
the Babylonian exile it assumed religious signifi- 
cance. It is always performed on the eighth day 
by a Mohel who may or may not be a rabbi. The 
early Mohels recognized blood dyscrasias in 
families, and were careful to examine the ability 
of the child to withstand the rite and to order 
postponement in the case of premature infants. 
Circumcision has not been required for those of 
Jewish faith since 1892, but “' uncircumcised "’ is 
still a word of reproach among Jews. St. Paul's 
interpretation of circumcision in the spirit was 
used as a justification for omitting it from Christian 
ritual 

The practice was well known to the Aztecs and 
Incas, from whom it spread to the various Indian 
tribes of North and South America, either as a 
fertility rite or as symbolic of human sacrifice. 

As spread by the Semitic tribes circumsion con 
sisted of excision of the foreskin only, but among 
the primitive tribes of Asia, Africa, America, and 
Australasia, it includes any of the various mutilat- 
ing operations of the male and female genitalia, 
generally as a fertility rite. The particularly brutal 
form of subincision found among the Australian 
aborigines makes it possible to trace their migra- 
tions from the Burmese peninsular to Malaya, 
Sumatra, Java, New Guinea, and from Cape York 
to the Australian continent, for the same practice 
is found in many of these areas today 


F.N.L. Poynter 


2538. Evaluation of Blood Transfusion in Dys- 
trophy in Infants, (Wert oder Unwert der Bluttrans- 
fusion bei dystrophen Saéuglingen.) 

By D. Rotanp. Arch. Kinderheilk, 138, 4-27, 
1949. 20 refs 

During the treatment of marasmic or dystrophic 
infants two major difficulties have to be met: the 
inadequate response to nutritional therapy, and 
the poor resistance to infection. In these circum- 
stances blood transfusion appears to be indicated, 
either to increase immune bodies or as a general 
stimulant of cell function. The favourable effect 
of transfusion in cases complicated by alimentary 
or post-infective anaemia is generally recognized, 
but there has been some doubt about its value in 
non-complicated cases 

The progress of a group of 86 dystrophic infants 
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who received yoo blood transfusions has been scrut 
nized by the author. The condition varied in 
severity | 50 infants were 12.6 per cent under 
weight on admission and the others, though of 
normal weight, were either retarded in growth and 
howed clinically signs of wasting, or failed to 
regain their birth-weight within 5 weeks. The 
majority of the infants (51) were between 1 and 4 
months of age The therapeutic response was 
with reference to the average weight 
diges tolerance, reaction to infections, 
ind the condition of the cardiovascular system 
The number of transfusions given in individual 
cases ranged from 1 to 12 within a mean period of 
z days. The final results were unimpressive. Only 
infants responded satisfactorily, and then only 
ifter treatment days. Sixty infants 
although they had gained weight on discharge, had 
failed te normal average weight. Six infants 
hac lost weight on discharge after 50 days’ treat 
ment, and 14 infants died. The effect of a single 
transfusion was compared with that of repeated 
Out of 26 patients given a single transfusion 
4 improved satisfactorily, and in these the 
could not be attributed solely to the trans 
fusion In 6 which transfusion was 
repeated to to 12 times during a period of treat 
ment lasting 132 to 269 days the result was unsatis 
factory daily weight was 
only 3.6 to 9.7 g. instead of the expected normal 
average of 20 g. To the 7 cured infants a total of 
were administered, but there was 
conclusive ey, that the cure was 
7 infants who died had 
49 blood transfusions, a tem 
being nine 
condition unchanged in 
in actual detenoration in 
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cases in 


1 he average increase 


17 transfusions 
igain no idence 
related to the transfusions 
received altogether 
porary improvement observed in 
instances, the 
13, while in 17 
the patient's state was noted, manifesiing itself in 
hyperpyrexia 
sudden loss of weight. of 

Out of a total of 
66.3 per cent 


remained 
instances 
relapse of previous infections, 
tox 
blood transfusions, 199 
failed to improve the patient's con 
Ithough in the 


conditions 


ind 
(43.7 per in improvement was observed, in 
84 (28 per cent) it « it be solely attributed to 
the transfusions 
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occurred in 22 instances 
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condition 
Thus the 


sutheor ludes that in non-cor iplicated cases of 


alimentary dystrophy blood transfusion does not 
seem to be indicated ind being a therapeuti 
measure in Iving sorte risk it should not be 


irned out indiscriminately, Dvynshi-Klein 


Subdural Haematomata and Effusions Fol- 
lowing Birth Injury. (Hématomes et épanchements 
uaxiuraux par trauma obstétrical 
By KSON and A WERNER 
pardiat. Acta, $, 59-75, Mar. 1950. 4 figs., 23 refs 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The authors report various cases of subdural 
haematomata due to birth injury and describe their 
symptomatology. They classify them into acute 
and chronic cases. The former usually have a 
fracture of the skull with stiffness of the limbs, 
unilateral or generalized convulsions, anomalies of 
the pupils, and paralysis of the eye muscles. The 
fontanelles are distended without hydrocephalus 
In cases of fracture an immediate operation is indi- 
cated; otherwise the diagnosis of subdura] haema 
toma is verified by puncture of the fontanelle. The 
haematoma is very often bilateral. 

In chronic cases symptoms are delayed; there are 
a rapid increase of the head (hydrocephalus), fre 
quent epileptic fits, an insufficient state of nutri- 
tion, and abnormal neurological signs. The diag 
nosis depends on the finding of liquid either by 
puncture or by trephining. Treatment consists of 
removal of the fluid and the membrane which pre 
vents the brain from extending normally. Besides 
surgical treatment it is important to pay attention 
to maintaining the calorie and fluid intake. 

Franz Heimann 


Congenital Fetal Anomalies: Intrauterine 
Amputation and Annular Constriction Bands. 


By R. J. Cottins and D. H. Nichors. N.Y. St 
]. Med., 530, 1403-1405, June 1, 1950. 4 figs., 
2 refs 


2541. Double Hydrometrocolpos and Imperforate 
Anus in a Newborn Infant. 

By C. Davis and E. H 
Child., 80, 79-84, July 1950 


2542. Prevention of Prematurity and Death from 
Prematurity from the Obstetric Viewpoint. 


FELL. 
6 figs., 


Amer. J. Dts 
8 refs 


By E. M. Gorin, J. B. Fatson, and H. M 
N.Y. St. J. Med., 50, 1407-1408, June 
I, 1950 

2543. Treatment of Premature Infants with Vernix 
Caseosa. (Behandlung der Friihgeborenen mit Kase 
hiniere Vernix case 

By ]. JANAKY. Gynaecologia, Basel, 130, 127 
136, Aug. 1950 


1). Reflex Appearance of Apparent Downward 
Displacement of the Eyeball in Premature Infants and 
in Newborn Infants with Cerebral Damage. (Das 
reflexartige Autftreten Phanomens 


acs 


sogenannten 


ler untergehencden Sonne bei Friihgeburten und cere 
Rg wligten Neugeborenen 
By H. Writs, Ann, paediatr., Basel, 174, 87-06, 


Jan-Feb 1950. 2 figs., 2 refs 

In sur. iving cases of icterus RTAVIS neonatorum 
with kernicterus a peculiar ocular sign, described 
as the phenomenon of the “ setting sun’’, was 


observed, consisting of a downward displacement 
of the eyeballs without a synergic movement of 
the upper lid. Thus, the upper rim of the iris 


a setting sun above the lower 
leaving a considerable part of the sclera 


becomes visible like 
evelid 
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between the upper lid and the cornea uncovered 
The sign appears reflexly in change from the sitting 
to the lying position, during feeding, changing, or 
any excitement, and even spontaneously. It is 
rarely seen before the 5th day of life and may be 
delayed until the 7th week, persisting for from a 
few days up to 2% years. The intensity and dura- 
tion of the phenomenon seem closely related to the 
degree of permaneut cerebral damage 

In 10 out of 34 cases of icterus gravis neonatorum 
the sign was seen; among 357 premature infants it 
was found in 15 cases. Five of these babies had a 
birth weight of less than 2,000 g. (4 Ib.) and 4 later 
developed signs of cerebral damage. It was also 
observed in 7 mature babies, all showing signs of 
nervousness and 3 signs of cerebral damage. The 
seat of the injury is apparently supranuclear in the 
mesencephalon. In animals an area for downward 
eye movement in the region of the posterior com- 
missure, and more frontally a well-defined area for 
upward movement, have been described by Hess 
Stimulation of these regions causes head rotation, 
and downward and upward movements of the eves 
in cats. The author assumes that the area control 
ling the upward movement has been climinated 
in babies with the described phenomenon. With 
any type of stimulation the downward movement 
then becomes predominant. In cases without 
cerebral damage immaturity of the centres is 
postulated. [A similar phenomenon observed in 


premature infants and nervous, mature babies was 
described by Epstein (Med. Klin., 1933, 29, 1010) 


as the ‘‘ wild look ”’ of infants. } 


M. Dynski-Klein 


2545. Withdrawal Symptoms in the Newborn Child 
of a Heroin Addict. (Accouchement chez une 
heroinomane. Crise d'abstinence chez le nouveau-né.) 

By R. Burruiautt. Pédiatrie, 39, 234-235, 
1950 

The author describes an obstetric case seldom 
encountered, the mother being a heroin addict, 
and the child showing typical signs of withdrawal 
crisis identical with those described by Péhu 
(Thése de Lyon, 1941). The patient was aged 30, 
a primigravida and 1o years married, and first 
consulted the author when, according to her 
reckoning, confinement was overdue. The preg- 
nancy was normal, but the patient’s well-dressed 
appearance contrasted ill with her lack of personal 
cleanliness, and she appeared mentally unstable 
Ten days later she presented herself for admission, 
but was well advanced in the second stage of 
labour. Her husband, who accompanied her, is 
described as tall and. gaunt, with glistening but 
vacant-looking eyes, slovenly in dress and person, 
barely civil, and taciturn. The patient would 
make no effort to deliver herself, so an anes- 
thetic was given for forceps delivery. During induc- 
tion she became extremely violent and deep anaes- 
thesia was necessary. Delivery was simple, and 
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recovery satisfactory; the baby, a girl, had a good 
colour and weighed 3,600 g. (7.9 Ib.). 

Exactly 24 hours later the child developed the 
following signs: crying, becoming prolonged and 
piercing; restlessness, becoming extreme, but with- 
out convulsions; frequent yawning; and refusal to 
suck. After some hours the child was pale and 
sweating, with a temperature of 40°C, (104°F.), 
the anterior fontanelle was tense, the spleen pal- 
pable, the urine concentrated and dark brown, and 
the stools loose. Rapid improvement followed the 
giving of morphine (3.3 mg.) hypodermically, 
combined with phenobarbitone by mouth (30 mg.). 

The patient's history, divulged for the first time 
only after the development of symptoms in the 
child, was as follows: The father, aged 37, had 
begun taking morphine 12 years before (following 
a fractured spine) and then became addicted to 
heroin in increasing doses, until his average was 
400 mg. (6%; gr.) daily hypodermically. Repeated 
courses of treatment and a term of imprisonment 
had failed to cure him. The mother had become 
an addict 6 years previously and had soon reached 
and overtaken her husband's dosage. She was 
1 gr. (15% gr.) of heroin daily at the beginning of 
pregnancy, but had reduced the dose to 400 mg. 
by the end; half an hour before delivery she had 
taken 40 mg. 

The infant was weaned, and “' detoxication’ 
was carried out successfully in 8 days with 
diminishing doses of heroin and phenobarbitone. 
She made good progress and it was advised that 
she should be brought up away from home. 

V. Reade 


‘ 


2540. A Case of Milkman’s Syndrome in Infancy. 
(Ein Milkman-Syndrome im Sauglingsalter.) 

By H. Ewersecx. Z. Kinderheilk., 67, 577-581, 
1950. 2 figs., 9 refs. 

Milkman described under the title of ‘‘ multiple 
spontaneous idiopathic symmetric fratures’’ a 
disease of the bones which was characterized by 
atypical pains in the lumbar region, spontaneous 
fractures with absence of callus formation, and 
some degres of general osteoporosis. In the radio 
graph symmetrical zones of decalcified bone are 
visible. The syndrome was found to be slowly 
progressive ard failed to respond to any treatment. 
After reviewing the literature about Milkman’s 
syndrome the author concludes, as did Herold and 
Guillain, that the exis‘ence of this disease is not 
proved. It resembles other diseases of bones such 
as renal rickets, osteogenesis imperfecta tarda, and 
osteomalacia, and is not a separate entity. This 
syndrome is found in different diseases of bones 
either due to the absence from the diet of vitamin 
D or to anatomical defects. The author describes 
a case in a 3-month-old female baby who was 
admitted to hospital with whooping-cough and 
florid rickets. Symmetrical fractures of the 8th 
rib were seen in the radiograph; post-mortem 
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examination showed that symmetrical fractures of 


the sth to the Sth ribs had taken place. The 
reason for the occurrence of fractures is twofold 
generalized disease of the skeleton and body flexion 
due to the weight and muscular traction 

Franz Heimann 


,7. Acute Esophagitis in Infants. 

By P. Grauenwatp and M. R. Mars# 
Path., 49, 1-20, Jan. 1950. 14 figs., 18 refs 

Acute oesophagitis was found in 52 cases out of 
410 necropsies on children under 12 months of age 
at Kings County Hospital, Brooklyn, New York 
At necropsy the lesion is usually easily recogniz 
ible, being usually found in the lower part of the 
oesophagus, although there may be hyperaemia ol 
the entire organ. In either the abnormal 
ippearances cease abruptly at the cardia. Ulcera 
tion, if present, is usually just above the cardia or 
it laryngeal level and may extend into the propria, 
submucosa, or (as in 2 cases in the series described) 
into the pleural cavity. The mucosa around the 
ulcers is infiltrated by numerous polymorphonu 


Ar h 


Case 


clear leucocytes 

In an aetiological factors in the 
present series the possibilities considered include 
complheated labour, asphyxia, shox k, (especially 
in the neonatal group), brain lesions, infection, 
malformation, and regurgitation of gastric juice 
The authors point out that no single factor will 
explain all cases. Although in many cases the con 
dition is a purely accidental finding, it is of 
importance from the clinical point of view for 
several reasons. It may be the cause of vomiting 
(especially if the vomit contains blood) or of 
melaena, it may result in perforation 
be an indication of shock, which is often difficult 
to recognize in infants R.B. T. Baldwin 


analysis ot 


ind it may 


)8. An Unusual Epidemic of Neonatal Mastitis. 
By W. C. Keerret and C. R. Stotrz. Amer. J 
Obstet. Gynec., 59, 642-647, Mar. 1950. 6 refs 
The authors record an unusual epidemic of neo 
natal mastitisoccurring in the Oak Ridge Hospital, 
Oak Ridge, Tennessee, between September, 1944, 
July, 1945. Deliveries in this hospital aver 
ged 100 per month, and there were 3 nurseries 
one for infants born at term, one for premature 
isolation nursery The nurseries 
ind equipped with 


and 


infants, and an 
were air-conditioned 
amps 

The skin care of the 
bath and a 2 per cent 


with 


newborn consisted of an oil 
ammoniated mercury rub 
subsequent daily oil baths, carried out on a 
common bath table. The oil was kept in a large 
container on the bath table, and poured direct into 
the nurses’ hands 
During the period under discussion 28 infants 


developed staphylococcal infections. There were 


18 cases of simple or suppurative mastitis, and in 
addition 8 cases of skin infection of the lower jaw, 
Of the 18 


2 of paronychia, and 2 of groin abscess 
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infants (all born at term and normal) who 
developed mastitis 12 were girls; 13 of the infec- 
tions began between the 8th and 1oth days of life 
Despite treatment, in 1o of the 18 cases suppura- 
tion developed 

Investigation showed that the oil used for bath- 
ing was heavily contaminated with Staphylococcus 
aureus. A high percentage of nose and throat 
cultures from the nursery staff were positive for 
Staph. aureus. The filters in the air-conditioning 
units had not been changed sufficiently often, and 
one intake vent was improperly attached and 
drawing air fromm the hall floor. The nursery was 
cleaned, staff changed, defects in air conditioning 
repaired, and oil baths discontinued Individual 
cot care was instituted, daily water baths were 
given, and penicillin ointment was rubbed daily 
into skin creases. There were no further cases ol 
skin infection 

The authors suggest that the infection entered 
the breast soon after birth, when oestrogen with 
drawal tended to produce dilatation of duct 
orifices The possibility that this strain of the 
staphylococcus had a predilection for breast tissue 
was not explored Eileen D. M. Wilson 

2549. An LIavestigation of an Outbreak of Staphy- 
lococcus Folliculitis (Pemphigus Neonatorum) by 
the Use of Bacteriophage Typing of Stapliylococcus 


ogenes 


By G. D. Denron, G. Katz, and A. R. Foiey 
Canad, med. Ass : 62, 219-228, Mar. 1950 
refs 

An extensive outbreak of pemphigus neona- 


torum occurred in a large maternity hospital in 
Montreal and, after it had been in progress for 18 
months and ordinary measures had _ proved 
ineffective, it was decided to investigate the source 
of the infection by means of phage typing. Cultures 
made from the lesions of affected infants, 
from nasal swabs from their mothers, from nasal 


were 


and throat swabs of the medica', nursing, and 
laundry staff, and from the air of the nurseries 
the staphylococci isolated were tested against 


phages of 24 different types. The survey covered 
a period of 8 months In all, 375 persons were 
investigated, and staphylococci were isolated from 
240 (64 per cent). Staphylococci were isolated from 
133 of the 137 infants tested and were pre 
dominantly of type A (68.4 per cent), although all 
other types were found in small numbers The 
infection was present in all the nurseries, and the 
infants evidently acquired it from their environ 
ment. Amongst the mothers and hospital staff the 
incidence of infection was much lower (44.9 per 
cent) and only a few types were found, of which 
type A made up 26.2 per cent. From 484 control 
subjects, staphylococci were isolated in 28.7 per 
cent of cases, type A constituting 30.9 per cent 

It was not possible to trace the original source 
of infection, but the organism, once established in 
the hospital, was probably spread by the nursing 
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staf, who were in prolonged contact with the 
infants and were frequently transferred from one 
nursery to another, Airborne infection may have 
been of importance, since a staphylococcus of type 
A was isolated from the air of all the nurseries 
Of the 379 strains of staphylococcus isolated from 
all sources, 123 (32.5 per cent) were penicillin- 
resistant, and it was noted that there was no cor 
relation between phage type and penicillin resis- 
tance D. H. Bauer 


2550. Staphylococcus pyogenes in New-born Babies 
in a Maternity Hospital. 

By P. M. Rountree and R. G. H. 
Med. ]. Aust., 1, 525-528, Apr. 22, 1950. 
8 refs 

This paper records a study of the occurrence of 
Staphylococcus pyogenes in the nurseries of the 
King George V Memorial Hospital for Mothers and 
Babies, Sydney, in the winter months of 1949. 
Nasal carrier rates were determined in 54 one- 
week-old babies and their mothers and in 44 
attendant nurses. Dust and air were examined 
bacteriologically in one nursery All staphy- 
lococcal lesions occurring in the babies were 
investigated bacteriologically and studied in rela- 
tion to the types of the organism prevalent in the 
nursery environment. Positive nasal swabs were 


BARBOUR 
1 fig., 


obtained from 8q per cent of the babies, 43 per 
cent of the mothers, and 54 per cent of the nurses. 
Type studies indicated that direct mother-baby 


transmission was rare and the tentative conclusion 
was reached that the prevalence of the organism 
in the general nursery environment was the most 
important infection, and that routine 
nursing procedures were responsible for its distri- 
bution It is suggested that the neonatal nasal 
mucosa is particularly suitable for harbouring the 
Staph. pyogenes. Only mild staphylococcal lesions 
were met with during the period of the study, and 
29 out of the total of 46 were cases of conjuncti 
vitis. Although no epidemic of staphylococcal 
disease occurred, many of the conditions conducive 
to such an outbreak were present, The importance 
of efficient barrier techniques in neonatal nursing 
in hospitals is underlined. [The evidence set out 
in this paper demands consideration before incri 
minating staphylococci as the cause of any 
outbreak of neonatal such as gastro 


enteritis T. A. A. Hunter 


source ot 


disease 


Intestinal Amicrobiosis. (Amicrobiosis in 
testinal.s.) 

By E. FREUDENBERG. Ann 
174, 112-120, Jan.-Feb. 1950. 

In 64 infants suffering from gastro-intestinal 
disorders a suppression or complete disappearance 
of the intestinal flora was produced by peroral 
administration of streptomycin (100 mg. 4 times 
a day) and penicillin (20,000 to 40,000 units 4 
times a day) in combination with starvation or 
great reduction of food intake. The effect was 


paediatr., Basel, 


easier to achieve in breast-fed infants, though it 
was only temporary. As soon as re-feeding started 
and the stage of full feeding was reached the 
previously existing flora returned, 

At the height of the effect results of culture 
showed complete conformity. The stools were 
odourless and of a neutral reaction, irrespective of 
the composition of the feeding formula (pH 7.49 
to 6.84 in breast-feeding and 7.62 to 6.87 in arti- 
ficial feeding). The absence of bacteria eliminates 
fermentation, and thus the loss of bases through 
the bowel is reduced. Consequently water reten 
tion is promoted, a fact of therapeutic importance 
in toxic conditions. 

Only in one case did hypothrombinaemia occur 
and this could be easily corrected by the adminis 
tration of vitamin K No adverse effects were 
observed on the enzymes. M. Dynski-Klein 


2552. Oral Streptomycin Therapy of Acute Diar- 
rhoea in Infants and its Influence on Faecal Flora. 
(Ueber die perorale Streptomycintherapie der akuten 
Durchfalisstorungen des Saéuglings und ihr Einfluss 
auf die Stuhlflora. ) 

By E. Romincer. Ann. paediatr., Basel, 174. 
110-112, Jan.-Feb. 1950. 1 ref 

The effects of oral streptomycin therapy in 
various gastro-intestinal disorders in infancy were 
evaluated. The course of treatment lasted for 11 
to 14 days. The total dose of streptomycin given 
over a period of 7 days was 2 g., followed by a 
further 0.625 g. over a period of 4 days after an 
interval of 3 days, in order to combat any possible 
relapse. Satisfactory results were obtained with 
a rapid improvement in the general condition, in 
weight, and in the consistency of the stools in ro 
cases of alimentary intoxication and in 4 cases of 
pre-toxic conditions, In 21 babies suffering from 
alimentary dyspepsia there was a tendency to 
relapse after an immediate initial response to 
treatment In 18 cases of parenteral dyspepsia 
and in 5 cases of dystrophy with diarrhoea no 
lasting improvement was observed as long as the 
primary infection remained active. Streptomycin 
administered in the same dosage to healthy breast 
fed and bottle-fed infants proved harmless. 

Stools were examined bacteriologically in 26 
cases before and repeatedly during the course of 
treatment. Attention was paid to the numerical 
relation of Gram-positive to Gram-negative bac 
teria. Pathogenic strains were cultured for 
differentiation 

Contrary to observations of other authors, no 
material change was noted in the composition of 
the intestinal flora in relation to streptomycin 
therapy, even in cases responding well to treat 
ment. This is quoted as evidence against the 
widely held opinion that gastro-intestinal disorders 
in infancy are primarily caused by bactvrial infec 
tion. Streptomycin seems to act rather by virtue 
of the elimination of toxins than by sterilization 
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Its value should therefore be greater in cases of 
primary alimentary disorder than in parenteral 
casee or subacute cases of gastro-enteritis. The 
origin of the toxins still remains obscure. 


M. Dynski-Klem 


2544. The Treatment of Infantile Gastroenteritis 
with Streptomycin by Mouth, (Gastroenteritis inian 
tih e« cura treptomu ca per via oral 

By U. Mancini. Policlinico, sez. prat., $7. 213 
217, Feb. 13, 1950 

In gastro-enteritis following dyspepsia the intes 
tinal mucosa is deprived of its antitoxi and 
intibactenial properties, and allows large amounts 
of toxins to enter the body These toxins are 
derived from the normal inhabitants of the bowel 

icterium coli and others) which have increased 

vir virulence in a seasonal change, when moist 
heat prev ails These CaASes prov ide 40 per cent of 
all deaths during the first and second years of life 
Sometimes gastro-enteritis is secondary to other 
infections, either parenteral or in the bowel itself 
Moist heat not only diminishes the freshness of 
food but also causes a reduction in digestive secre 
tion, and with the consequent alteration of th 
pH of the bowel contents there may be a change 
in the virulence of the normal flora of the intestine, 
«> that the term “‘ summer diarrhoea ‘’ has been 
coined 

lreatment of colitis became more satisfactory 
with the introduction of sulphonamides, but there 
was little change in the mortality from true gastro 
enteritis, In 1948 the use of streptomycin was first 
reported on by James and Kramer, 30 cases of 
enteritis in which Proteus vulgaris was isolated 
from the faeces being treated with 2 g. of strepto 
mycin daily for 7 days. The results were dramatic 
and later other types of infection were successfully 
treated 

Ihe author treated 229 cases of gastro-enteritis 
in infants between April and October, 1949, with 
streptomycin; 175 were cured, 29 improved, and 
14 not improved, and 11 infants died. He compares 
these figures with those for April-October, 1948, 
in which period 209 were treated; 81 were cured, 
43 improved, 19 not improved, and 66 infants 
died. Dosage was fairly constant regardless of size 
The drug was given orally, solutions being made 
up of 100 mg. of streptomycin in 10 ml. of water, 
slightly sweetened; 1.2 g. was given during the 
first 4 days, then Soo mg. a day was given for 4 
days Improvement was rapid and stnking. Con 
comitant urmmary infections were also cured. with 
or without alkalinizing the urine The children 
were fed from the first day, a simple diluted 
farinaceous diet being first used with later addition 
of soups, potato purée, and fruit extracts as soon 


is the signs of severe toxaemia had gone Tech 
nical difficulties prevented bacterial studies being 
carried out thoroughly In most of the cases 


Bactersum coli were found, sometimes as atypical 
strains; occasionally Shigella flexnen was isolated, 


JOURNAL OF OBSTETRICS AND GYNAECOL GY 


but never Sh. shigae or Proteus. The author is 
convinced of the value of this therapy, since it 
has reduced mortality from 40.67 per cent to 10.9 
per cent J]. G. Jamieson 


2554. Epidemic Diarrhoea of the Newborn. (Pro- 
teus Infection.) (Diarrhée épidémique du nouveau- 
né (B. proteus, tt. a la streptomycine) .) 

By Y. Ropert Ann. paediatr., Basel, 174, 
21-125, Jan.-Feb. 1950 

he clinical picture of epidemic diarrhoea in the 
newborn is non-specific and may develop with any 
infection. Viruses, salmonella, shigella, potentially 
pathogenic bacteria such as Gram-positive cocci, 
or organisms of the paracolon or Proteus group 
may be responsible. The spread of an epidemic ot 
Proteus infection in a ward for premature infants 
is reported. Five babies between the age of on 
ind 5 months, fed on expressed breast-milk with 
the addition of amino-acids, were affected The 
disease originated in a baby of 1.85 kg. birth 
weight, born in unfavourable home conditions and 
iimitted ill on the rth day of life. He died 15 
days later with the clinical picture of hyper 
pyrexia, rapid loss of weight, and signs of diffuse 
peritonitis. Necropsy revealed ulcerative enteritis 
with perforation in three places aud adhesive 
peritonitis. The stool flora consisted of numerous 
Gram-negative bacilli Five days later the four 
other babies in the same ward developed severe 
diarrhoea, vomiting, and pyrexia, and culture of 
the stools revealed the presence of Proteus 
mirabilis streptomycin-sensitive im vitro to 5 
per ml. Streptomycin therapy was started with a 
dose of 50 mg. per kg. body weight per day in four 
intramuscular injections, producing a concentra 
tion in the blood of approximately 10 to 15 ~g. per 
ml. The oral route was not available because of 
the vomiting. After 24 to 48 hours the condition 
rapidly improved and the infants were cured after 
treatment lasting for 5 to 8 days. In one case 
relapse occurred after 3 days. The bacilli now 
showed decreased sensitivity to streptomycin 
Nevertheless, treatment with streptomycin was 
re-started and after 8 hours the condition improved 

nd was cured with a week. After 2 to 4 weeks 
Proteus mirabilis reappeared in the stools in all 
4 cases without any further manifestation of 
disease 

The presence of Proteus agglutinins in the serum 
to a titre of 1 in 160 was demonstrated in all cases 
ind the responsibility of Proteus for the epidemic 
was further proved by an outbreak of 4 cases of 
dyspepsia with a positive Proteus culture from the 
stools in an adjoining ward. Two cases had been 
in contact with the first diseased infant. Of the 
remaining healthy babies in the ward 1 in 10 
gave a positive Proteus culture from the stools 
lhe examination of feeding utensils, the expressed 
milk, and bath and nursery equipment, and the 
investigation of the stools of the nursing personnel 
vielded negative results M. Dynski-Klein 
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2555. Results of Diphtheria Immunization of 
Children, with Special Reference to Infants under 
One Year Old. vaccination antidiphtérique 
réalisée dans différentes conditions chez l'enfant et en 
particulier chez le nourisson de moins d'un an. Ses 
résultats.) 

By G. Ramon, M. Letone, R. Rickou, and A 
Rossier. Rev. Immunol., 14, 1-8, 1950. 17 refs 

Apparently stimulated by the reports of Wahl 
quist |Lancet, 1949, 1, 15) and Randall (Proc. R 
Soc. Med., 1949, 42. 404] the authors publish the 
results of work carried out in Paris during the war 
and occupation years 

The response of young iniants to diphtheria 
immunization was studied in two groups of babies 
he first group consisted of 12 babies aged 15 days 
to 2 months who were given 3 injections, at 15-day 
intervals, of 1, 2, and 2 ml. of diphtheria toxoid 
with a titre of 40 antigen units per ml. The level 
of diphtheria antitoxin in serum was determined 
in each infant immediately before the first injec 
tion, 15 days after each of the 3 injections, and 
again 45 days after the third injection. The second 
group of 12 infants was similarly constituted but 
was given a combined dose of diphtheria toxoid 
and T.A.B. vaccine, 0.025 to 0.5 ml. T.A.B 
having been added to each dose of toxoid, Finally, 
the natural antitoxin titre in the serum of 24 
infants aged 3 months to 1 year was determined 
as a control and for comparison. 

Sixteen of the 24 young infants under investiga 
tion had an antitoxin level above 1/30 of a unit 
per ml. serum while 19 of the control group had 
less than 1/30 of a unit. Ten infants of the first 
group had, 15 days after the third injection, an 
antitoxin level above 1/30 of a unit; 7 of these 
infants had a level considerably above 1/30 of 
a unit. However, 45 days after immunization 
some of the high titres had fallen off appreciably 
and in 4 infants were below 1/30 of a unit 

All infants except 1 in the second group had, 
15 days after the third injection, a titre of 1/30 
of a unit or above per ml., 8 of these babies 
showing levels appreciely above 1/30 of a unit. 
In this group too there was a markedly lower level 
of antitoxin, only 1 infant, however, having less 
than 1/30 of a unit per ml. of serum. 

The authors join issue with Walhquist and 
Randall on the view that in babies the presence of 
diphtheria antibodies, transmitted from the 
mother and establishing a state of passive 
immunity, may inhibit the immunizing effect of 
toxoid preparations by neutralizing the toxoid and 
thus not making it available for the required 
stimulus. The French authors argue that similar 
conditions obtain when a boosting dose is given or 
when toxoid-antitoxin mixtures are used for 
immunization, both methods being well recognized 
as stimulating active immunity. 

‘The relatively short duration of the high level 
of immunity reported in this paper could probably 


(La 


1023 


be extended considerably by the use of one of the 
precipitated forms of diphtheria toxoid prepara- 
tions employed in Great Britain and the U.S.A 
Under the influence of Ramon the French have 
been strangely reluctant to adopt this method, 
first introduced by Glenny in the late ‘twenties. | 

The authors seek new legislation to make 
immunization with combined diphtheria-tetanus 
toxoids and whooping-cough vaccine compulsory 
in France for babies 3 to 4 months of age 

K. S. Zinnemann 


© Chloramphenicol Re- 
port on 5 Severe Cases. 

By J. Macrae. Lancet, 1, 400, Mar, 4, 1950 

From the Ham Hospital, Bristol, the author 
reports 5 cases of severe pertussis in infancy suc 
cessfully treated with chloramphenicol. He states 
that he chose these cases on account of the 
certainty of the diagnosis and the apparently 
great severity of the infection. The dosage was 
based on a minimum of 50 g. per kg. body weight 
daily but this minimum was considerably exceeded 
in view of the proved low toxicity of the drug 
Each baby received 0.25 g. as a first dose and 
thereafter 0.125 g. 6-hourly for 7 days, followed by 
0.125 g. 12-hourly for a further 7 days. It may 
be eventually shown that lower dosage is equally 
effective. Capsules were opened and the contained 
powder was given mixed with some black-currant 
juice in a teaspoon a few minutes before a feed 
was due. The infants so treated were nursed in 
isolation. It is claimed that in all 5 cases improve 
ment was immediate and dramatic. The ages of 
the infants were from 9 to 26 weeks 

|The author does not mention the total time 
during which the cases were kept under observa 
tion nor does he suggest the possibility of relapse 
Though these observations are encouraging they 
by no means constitute an experimentum crucis. 
Dramatic recoveries have been known in babies 
with pertussis after treatment with a wide variety 
of alleged therapeutic agents. The most severe 
form of the disease is that which leads to convul- 
sions, fatal in over 90 per cent of cases in the first 
year of life’ When 5 cases of “ pertussis 
eclampsia "’ have been successfully treated with 
chloramphenicol (or anything else) there will be 
stronger evidence for the curative properties here 
alleged. } Jos. B, Ellison 


in Whooping-cough. 


2557. The Significance of Haematological Findings 
in the Newborn. (Was sagen uns die hamatologischen 
Daten des Neugelorenen.) 

By F. D. 
100. 452-455, July 1, 1950 

55%. Analysis of Fifty Cases of Erythroblastosis 
Fetalis. 

By V. Ginsperc and F. FELpMan. Amer. J. 
Obstet. Gynec., §9, 618-626, Mar. 1950. 22 refs. 

The 50 cases of erythroblastosis in this series 


Wien. med. Wschr.. 
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were treated by an obstetrician, a pediatrician, 
and an immuno-haematologist, working in close 
co-operation Kh factor was determined in the 
blood of all pregnant women seen and in the blood 
of husbands of Rh-negative women; Rh antibody 
was titrated in the blood of all RKh-negative 
mothers—in primiparae at least once, and in 
multiparae routinely once a month from the 
seventh month onwards. A Coombs test was per 
formed on the cord blood of all babies born of 
Rh-negative mothers with Kh-positive fathers 
The 50 cases studied occurred in approximately 
11.000 deliveries. This low incidence is believed 
to be due to the large proportion of negroes, and 
the tendency to small families among the patients 
Kh incompatibility accounted for 45 cases, ABO 
incompatibility for 5 cases. There were 14 deaths, 
7 of boys and 7 of girl Ten of the cases were in 
negroes, this number being roughly proportional 
to the percentage of Rh-negative indiv iduals in the 
coloured population 

All cases showed jaundice and _ increased 
haematopoiesis in the spleen and liver. There were 
8 stillbirths. Of 22 babies treated conservatively 
with multiple transfusions, 6 died. There were no 
deaths in the 11 treated by exchange transfusion 
during the first 24 hours; 4 of the mothers of these 
children who survived had had previous stillborn 
infants 

The authors conclude that substitution trans 
fusion is the treatment of choice where erythre 
blastosis is discovered at birth or in the first 24 
hours Infants with a positive Coombs test but 
no other evidence of erythroblastosis must be 
watched carefully; if jaundice or anaemia occurs 
during the first 24 hours exchange transfusion 
should be started. Exchange transfusion has the 
advantages of preventing overloading of the circu 
lation and removing large amounts of antibody 
ind coated cell und of shortening the period in 
hospital by reducing the number of blood counts 
und 
wssociated with exchange transfusion-—untoward 
bleeding from the use of heparin, air embolism, 
haemorrhage into the perit neal cavity, or liver 


transfusions None of the complications 


necrosi was encountered in this series 
Margaret Puxon 


4. Intelligence Quotient of Children Who Have 
Recovered from Erythroblastosis Fetalis. 
By J. M. Gerver and R. Day. /. Pediat., 3% 
342-348, Mar. 1950. 1 fig., § refs 


A series of 68 children who had suffered from 
haemolytic disease f the newborn, drawn from 
four hospitals charging substantial fees and 
therefore not representative of the population as 
1 whole, were selected for study according to the 
following criteria ill had been jaundiced, and 
sufficiently anaemic to require transfusion, their 


blood contained an Rh group absent in the mother 
ind th linical chagnosis had been made during 
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the neonatal period, while each possessed an older 
unaffected sibling available for control purposes. 
None of the children had developed motor-nerve 
lesions and none had been diagnosed as having had 
kernicterus 

The average intelligence quotient (1-Q) as 
estimated by Stanford-Binet intelligence tests on 
the 68 affected children, whose average age was 
4-5 years, was 102.7 (range 69 to 133); that of the 
68 unaffected siblings, whose average age was 9.5 
years, was 114.5 (range 78 to 156). This is con- 
sidered to provide statistically significant evidence 
of some mental impairment in the former group, 
the distribution of results indicating a widespread 
slight impairment rather than a more severe 
impairment affecting only a proportion of the 
children. On testing smaller groups of normal 
children of similar age groups, no evidence was 
found that younger children regularly gave lower 
1.0. readings. No relation of I.Q. to sex or birth 
weight was found, but there was a significant cor 
relation between the I.Q. and the severity of the 
illness, as judged by the amount of blood trans 
fused The authors make plain that a specifi 
effect of haemolytic disease cannot be established 
from this experiment, because a non-specific factor 
(such as the effect of any severe neonatal illness) 
might be responsible for the results 

M. MacGregor 


2500. A New Method for Study and Control of 
Erythroblastotic Foetuses. (Un nuevo metodo de 
exploracion y control de los fetos eritrublastésicos.) 

By C. VeLez Orozco, C. D. GuERRERO, and A 
MARVAN. Ginec, obstet. Mex., §, 7-16, Jan.-Feb 
1950. 2 figs., 13 refs 

In cases of Rh incompatibility in pregnancy th: 
titre of maternal antibodies is no indication 
whether the foetus is healthy or not, and the 
iuthors suggest assessing the health of the foetus 
by studies of maternal metabolic variations. The 
imount of maternal bile pigments is increased with 
foetal haemolysis, because the foetal pigments are 
excreted across the placenta. Variations in bil 
pigments can be measured by the qualitative and 
quantitative Van den Bergh reactions, and by 
estimation of urobilinogen levels in the faeces. Of 

ss value, the Kh antibody titre in maternal blood 
is however often useful. Complete haematological 
nvestigation of the cord blood is of great diag 
nostic value, and the Van den Bergh reaction of 
this blood is also useful. The icteric index is of 
little value, because of its inaccuracy and because 
t gives a very gross estimate of the bilirubin level 

René Méndez 


2561. Rh Antibody Stimulation with an Rh 
Negative Fetus (Rh Anamnestic Reaction) and its 
Significance to the Newborn. 

By C. L. Scunetper, D. C. Beaver. L. ANG 
Koztow ind Liner ] Obstet 
(, 59 $3 1, Mar. :9s0. 2 figs., 21 refs 
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Three cases of anamnestic reaction are reported 
in Rh-negative mothers out of a series of 6,155 
deliveries, each in the third pregnancy; in each 
case the second preguancy had produced a baby 
suffering from erythroblastosis foetalis (indicating 
maternal sensitization). In each case, in the third 
pregnancy, there was a profound increase in the 
maternal antibody titre during the last few months 
of pregnancy, the titre falling just before term and 
in 2 cases rising after delivery to a still higher level 
The rise in antibody titre initiated the elective 
termination of pregnancy in the 3 cases reported, 
by induction 4 days before term, and by Caesarean 
section 4 weeks and 3 weeks before term respec 
tively. There was no evidence of erythroblastosis 
joetalis, and no sensitization of the babies’ ery 
throcytes to the maternal serum 

In a discussion involving a review of the relevant 
literature, the authors point out that generally the 
foetal mortality rises with the increase in maternal 
antibody titre, but that even in pregnancy with 
incompatibility the presence of maternal Rh anti 
bodies does not indicate clinical ery 
throblastosis. As shown by the 3 cases reported 
here, antibody production alone is not an indica 
tion for interference 

A list of prophylactic or therapeutic measures 
available is given and the need for testing the sensi 
tivity of the cord blood by the Coombs test is 
indicated. The authors state a preference for this 
test, as its range in sensitivity is wide enough for it 
to indicate erythrocytic sensitization, and patients 
with benign anamnestic reactions are spared 
unnecessary procedures, which might be carried 
out if the titre of Rh antibodies was alone con 
sidered Barbara ]. Nathan 


necessarily 


2502. The Neurological Sequelae of Rh Sensitiza- 
tion, 

By P. R. Evans and P. E. Potant, Quart. J 
Med 19, 129-149, Apr bibliog 
raphy 

At Guy's Hospital, 16 which neuro 
logical sequelae of neonatal jaundice existed have 
been reviewed and compared with 63 cases reported 
elsew here 

It is one thing to say that the pathology of rhe 
sus-factor sensitization is fairly well understood but 
it is quite another matter to pretend that anything 
at all is known about the origin of kernicterus. In 
particular we do not know why certain parts of 
the brain are selected for destructive action and 
why _ the of the disease on the brain 
should be so capricious. In most cases the basa! 
ganglia are patchily affected but sometimes the 
putamen is grossly affected. Sometimes the brunt 
falls upon the subthalamic regions and sometimes 
on the luvsian body 

Most infants with kernicterus die in the early 
months or years of life but some survive to pubert 
There seems to be a well marked pro 
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gramme of events in kernicterus in those who sur- 
vive. During the first months of life there is a pro 
nounced opisthotonus, with jaundice and muscular 
twitching. This gives place to a phase of atony of 
the muscles generally, physical depression, and a 
widespread ataxy. In the third phase mental 
defects, including deafness, become obvious and it 
is extremely hard to assess the infant's intelligence. 
The deafness may be associated with unsuspected 
normal intelligence, but unfortunately various 
forms of speech and visual defects are also apt to 
occur. Common sequels of Rh-factor sensitization 
in those patients who survive to puberty and 
beyond are chorea, quite different from Syden- 
ham’s chorea, various forms of athetosis, and a 
wide variety of athetoid movements. In the treat- 
ment of athetosis and athetoid movements, includ 
ing various forms of spastic gait and spasticity of 
the upper limbs, it is important that if possible an 
anatomical diagnosis be made so that an illness due 
to gross mental defect and one due to disturbances 
secondary to a lesion in the basal ganglia be treated 
differently. The 16 cases herein reported conform 
in all respects to those described in the wide 
literature G. F. Walker 


2503. The Rh Factor: Its Role in Human Disease, 
with Particular Reference to Mental Deficiency. 

By D. Gumour. ]. ment. Sci., 96, 360-392, 
Apr. 1950. 55 refs 

This study of 427 cases of mental deficiency was 
concerned with the possibility of a significant 
correlation between Rh-factor incompatibility and 
undifferentiated mental deficiency (or so-called 
primary amentia 

The first section of the paper summarizes the 
already known work on the Rh factor and its rela 
tionship to kernicterus and certain cases of mental 
deficiency, Yannet and Lieberman were the first 
to suggest the possibility of a direct relation be 
tween the Rh factor and mental deficiency. Their 
own results, though seeming to establish such a 
relation, have been criticized by Jater authors. The 
present author has, with the help of the Mental 
Deficiency Committees of Nottingham and Bir 
mingham, collected 427 cases of mental defect. In 
every case the mother was available and agreed to 
investigation of her blood. Results of clinical and 
blood investigation were kept separate until the 
various types of defect had been grouped into 
categories, namely, a ‘control ’’ group of 152 
defectives, in whom the condition was associated 
with mongolism or birth-injury, and the test group 
undifferentiated defectives, The remaining 
*5 formed a group in which there was a clear 
family history of deficiency. Separate calculations 
were made, including and excluding this latter 
both for the ‘‘ control ’’ group and the test 


of 25 


group 
group 

The expected birth-rate of Rh-positive children 
from Rh-negative mothers in the general popula 
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tion is 10 per cent author's figures showed 
that, in the test group, this rate did not differ 
significantly from the above figure, Even when the 
test group was subdivided into imbecile and fee ble 
minded children, the rates still did not differ 
significantly from that expected for the general 
population. The therefore concludes that 
Kh incompatibility is a factor in the patho 
genesis of undifferentiated mental deficiency 
]. P. Dewsbury 


The 


author 
not 


2504 The Use of Exchange Transfusion for the 
Treatment of Severe Erythroblastosis due to A-B 
Sensitization, with Observations on the Pathogenesis 
of the Disease. 

By A. S. Wiener, |. B. Wexier, and |. G 
Hursr. Blood, 4, 1014-1032, Sept. 1949. 49 rets 

In 2 cases of severe erythroblastosis the cause of 
the disease was attributed to sensitization to the 
blood group antigens A and B. Treatment by 
exchange transfusion was successful. Methods of 
testing for univalent and bivalent antibodies are 
discussed, and a technique is descnbed in which a 
lution of gum acacia is used. The high figures 
for antibody titres reported by a number of other 
workers are criticized. When these determinations 
are expressed in terms of milligrammes of untibody 
protein per ml. it becomes obvious that such figures 
ire impossible The authors suggest that faulty 
technique is responsible 

The role of A-B sensitization in icterus praecox 

discussed concluded that (1) The 
snaemia of the 


ind it 1s 
majority of cases of jaundice and 
newborn unexplained on the basis of Rh incom 
patibility are due to major-blood-group incom 
patibility. (2) High anti-A and anti-B titres in the 
mother are not necessarily associated with disease 
in the child.) (4) The disease in the child is due to 

univalent alpha inti-A) or beta [anti-B 
intibodies present in the maternal serum, which 
can cross the placenta Bivalent’’ antibodies are 
held back by the intact placenta and play an insig 
nificant role in foetal haemolytic disease. Univalent 
alpha and beta antibodies are demonstrable in the 
normal people 
include sensitizing, 
ulbumin 
agglutinating and 


sera of a large proportion of 
Univalent’’ antibodies 
incomplete, blocking, and 
Bivalent antibodies include 
saline antibodies and simple agglutinins. | (4) A-B 
immunization occurs mainly where the infant is a 
(5) The homospecificity or hetero 
pecificity of the antibodies may affect the 
severity of the disease in the child. John Murray 
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2965. The Time for Supplementing Breast Feeding. 
In Russian 

By I. M. OstrovsKkaya. Pediatriya, No. 1, 
17-25, Jan.-Feb., 1950. 13 refs 


It was definitely proved that breast-fed children 
were gaining Weight more regularly than those who 
were having mixed or artificial feeding The 
highest morbidity was observed in children who 
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were fed artificially during the first month of their 
lives, and the morbidity in this group of 
artificially-fed children remained high even during 
the and third years of their lives The 
incidence of gastro-intestinal diseases and pneu 
monia during the first vear shows the same increase 
above normal. There were twice as many cases of 
pneumonia in children who were fed artificially as 
in those breast-fed, with a corresponding increase 
in mortality from pneumonia. In conclusion th 
author states that if the mother has enough breast 
milk there is no need to start artificial feeding 
before the baby is 5 months old If feeding is 
supplemented before that time, there is a tendency 
to change over to artificial feeding very soon, with 
the result that morbidity and mortality rise 
Swann 


ond 


2906. Relation Between Diet in Infancy and the 


Intestinal Flora. (La dietetica infantil en relacién con 


la flora intestinal del lactante 

By F. Caprero Gomez, J. MONEREO GONZALEZ, 
and B. TARACENA DEL PINAL. Acta pedidtr. esp 
8, 209-258, Mar. 1950. 14 figs., 49 refs 


In the first part of this paper the authors review 
alier work on the bacterial environment in the 
ntestinal canal of man, the physiology of the 
bacteria present, the results of their interaction 
with one another, and the flora of the intestinal 
the infant They conclude that the 
meconium is sterile at birth and defensive 
functions determining the nature of the bacteria 
the intestinal canal The 
maternal milk is sterile and infection of the child 
the mouth and The flora of the 
child's intestine according to 
whether the child is fed from the breast or arti 
ficially, so that the method of feeding can be 
deduced from the flora present. The view that 
with breast feeding Lactobacillus bifidus pre 
dominates, while with artificial feeding bacilli of 
the Bacterium coli group preponderate, is not 
supported by the authors’ experimental work 
described in the second part of this paper. In the 
faeces only a small proportion of the intestinal 
bacteria is found. In the small intestine a Gram 
positive flora predominates and in the large intes 
tine a Gram-negative flora, while in the terminal 
ileum and caecum these two flora are in a state of 
equilibrium contending with each other. The 
distribution of the flora alters, however. according 
to the diet 

In the second 
desertbe the 


canal of 
has 
invade 


which later 


occurs by 


varies strictly 


part 
technique 


of the paper the authors 
and results of their bac 
teriological investigation of the faeces of 54 living 
milk-fed infants, of 2 infants who had died of 
causes not affecting the digestive organs, and of 
young rats and white mice 
their clinical observations. They isolated 8 aerobi: 
ind 3 anaerobic from the infants, the 
iltural and other features of which are described 


They also describe 


spec les 
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and illustrated. The former were: Bact. cols, 
isolated from 40 cases, paracolon bacilli, entero 
cocci (in 19 faecal samples), Streptococcus lactis. 
Proteus vulgaris, Bacillus alkaligenes faecalis, a 
staphylococcus, and a species of Torula, The 
anaerobic species found were: Clostridium per- 
fringens (in 2 Neisseria orbiculata (in § 
cases) and Lactobacillus bifidus. In the young of 
rats and white mice examined at various ages from 
birth to 5 days the predominating organism was 
L. acidophilus, a strict anaerobe which can be 
grown in later subcultures in the preseace of oxy 
gen. Otherwise, the flora of the young rats and 
white mice was very similar to that of the human 
infants. In the faeces of the human infants, 
typical colon bacilli were most often found (in 
68.5 per cent), while the next commonest species 
was L. bifidus (in 44.07 per cent). (It would appear 
that the more lactose there is in the feed, the more 
abundant this species is.) Graphs illustrate the 
frequency of these and the other species found in 
relation to the type of diet, the infants being 
divided into 4 groups for this purpose. The authors 
believe that the intestinal flora found is not 
influenced by either the type of feeding or by the 
foods in current use 

In the infants with non-specific nutritive distur- 
bances the intestinal flora was very similar to that 
found in normal infants and in the recently-born 
infant it was almost identical with the flora in the 
older child. In the 2 children who died approxi 
mately the same bacteria were found as in the 
living ones. None of them seemed to predominate, 
but the small intestine was sterile or contained few 
bacteria belonging to only a few species. 


G. Lapage 


cases), 


2567. The Metabolism of L-Tyrosine in Infantile 
Scurvy. 

By J]. E. Morris, E. R. Harpur, 
GoipsLoom. J. clin. Invest., 29, 
1950. 6 figs., 21 refs 

Six infants with scurvy or pre-scurvy, with 
vitamin-C levels of zero in the serum, were studied. 
Urinary excretion of L-tyrosine was measured by 
an approximate chemical method (Medes), total 
urinary tyrosyl (hydroxyphenyl) compounds by 
Medes’s method; the difference between these two 
gave the value for tyrosine intermediates. Hy- 
droxyphenyl compounds were also measured in 
serum by a method described in detail. 

In 5 out of 6 cases ingestion of 1 g. per kg. body 
weight of L-tyrosine daily led to a great output of 
both tyrosine and tyrosine intermediates within 
24 hours. The maximum was 4,700 mg. in 12 
hours. After 9 days on 500 mg. ascorbic acid, a 
repeat dose of the same amount of L-tyrosine 
caused no excretion of tyrosine or tyrosine inter- 
mediates in 2 cases tested. Folic acid, go mg. daily 
intramuscularly, diminished greatly, but did not 
abolish, the excretion of the tyrosine compounds 
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after tyrosine ingestion. In 2 cases 30 sg. vitamin 
B,, did not prevent tyrosine excretion, but ascorbic 
acid administration caused a prompt cessation 
The output of tyrosine in the urine of these infants 
was never enough to account for all ingested. The 
biochemical significance of these findings is dis- 
cussed without a firm conclusion being reached. It 
is suggested that analysis of the urine for Millon 
reactors after several days’ tyrosine ingestion may 
be vseful to confirm ascorbic acid deficiency 


C. L. Cope 


Fetal and Neonatal Mortality. 
By S. Petrer, S. Epiin, and B. SCHULMAN. 


N.Y. St. J. Med., 3Q, 1837-1841, Aug. 1950. 
17 refs 


2509. Analysis of Fetal and Neonatal Deaths in 
4,117 Consecutive Births. 
Pediatrics, 5, 184-192, Feb 


By H. C. MILLER 
1950. 14 refs 

The background of this study is the opinion, 
fairly widely held, that even after necropsy in 
cases of foetal (stillborn) and neonatal death, and 
especially in premature infants, the cause of death 
may nv oe determined. Thus Potter has reported 
that in 348 necropsies on premature infants 
weighing between 1 kg. and 2.5 kg. ‘‘ prematurity 
alone (no abnormalities) was the chief cause of 
death "’ in 521 cases. The present study deals with 
85 neonatal and 66 foetal deaths in a series of 
4.117 consecutive births, "‘ a significant cause of 
death '’ being found in 56 of the neonatal deaths 
and 51 of the foetal deaths. 

Defining the term “significant cause ’’, the 
author does not claim that the significant cause 
was the primary cause of death, particularly where 
more than one pathological condition was present 
In a large number of the premature neonatal 
deaths he found hyaline material in the lungs, but 
only accepted this as a significant cause of death 
when the deposit was eatensive. The infants were 
divided into three groups according to birth 
weight: less than 1 kg., between 1 and 2.5 kg., 
and above 2.5 kg. (mature infants) 

In the group of neonatal deaths in the lowest 
weight group significant causes were found in only 
4 of the 14 necropsies, a finding in keeping with 
those of other clinics. In the group weighing be- 
tween 1 and 2.5 kg. there were 40 deaths, and in 
the 33 necropsies significant causes of death (a 
total of 42) were found in 29 cases; in 13 there was 
more than one significant Cause. The commonest 
cause was hyaline deposit in the lungs (16 cases), 
followed by cerebral haemorrhage (6), congenital 
anomaly (4), sclerema (4), and pneumonia (4). In 
4 hecropsies in this group no significant cause of 
death was found. 

In the group of mature infants (above 2.5 kg.), 
there were 28 deaths and 24 necropsies. In the 
later there were 5 in which no significant cause of 
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death was found; in the remainder (19) the com- 
monest significant cause was congenital anomaly 
(8), while hyaline deposits were found in 3 cases 
Thus, in this group of neonatal deaths, excluding 
the infants under 1 kg., a significant cause of death 
was found in 76 per cent of all cases with and 
without necropsy while in the group with 
necropsy: the percentage of positive findings was 
B4 

Ine group of 66 foetal deaths was again sub 
divided ight and also into ante 
partum and intra-partum deaths. Anoxia was the 


according to 


significant cause of death in 22 cases, © ante 
partum and 16 intra-partum Toxaemia of preg 
nancy was the next commonest cause of death, 


occurring in 11 cases. Maternal diabetes was judged 
to be the significant factor in In the total 
of 66 deaths in this group significant causes of 
death were found in 51 infants; this gives a percen 
tage of 77, which is very close to the figure in th: 
group of neonatal deaths But in this group of 
foetal deaths the number of necropsies was smaller 
(22 out of 51 deaths) 

Finally a plea is made for an agreed classification 
of the causes of foetal and neonatal deaths 


Cc Mc Neil 


5 cases 


2470. Neonatal Mortality in Spain. (La mortalidad 
de la infancia en Espana 

By A. Arveto Curpeco. Rev. esp. Pediat., 6 
1y0-215, Mar.-Apr. 1950 35 refs 

The author gives a detailed report on neonatal 
mortality in Spain during the years 1941 to 1944 
inclusive The o to 1 month) 
and the death rate for children aged o to 11 months 
in Spain were 30.42 and 113.7 per 
tively, the corresponding figures for England and 
Wales being 26.45 and 51.27 per 100,000 during the 
ame period The Spanish figures have 
adjusted make them strictly compar 
death within 24 hours of birth counting as 

stillborn '' in Spain The most frequent causes 
of death in the first month are congenital malfor 
infections, and enteric affections. The 
babies in the first month of 
ng female infants (except 


5 figs., 


neonatal death rate 


100,000 respec 


been 
in order to 
able 


mations 
mortality among male 
higher than 
from whooping cough and tuberculosis) the over-all 
in the proportion of 

infants to roo of females. In 
comparing the neonatal mortality in and 
was found to be higher in 


life was 

for the 4 years being 
29 deaths c’ mal 
urban 
rural districts the rate 
the latter (2¢ 
live births There w ore 


the ase of some towns, but the 


col ipared with 19.20 per 100,000 
however, exceptions in 
suthor is not able 
to give an explanation of this fact 

In order to fight effectively the high 


mmends an 


neonatal 


suthor rec increase in 


the number of health visitors and an extension of 

fant welfare centres. Measures are being taken 
to intensify the fight to luce the stillbirth rat 
ind the high mortality nfants in their first 
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month of life by introducing eugenic methods, 
proper antenatal care, prevention of infectious 
diseases and their early treatment with sulphona 
mides and antibiotics, and the prevention and 
treatment of prematurity 

Those particularly interested in Spanish vital 
statistics should read the entire paper as the figures 
do not lend themselves to abstracting. | 

Franz Heimann 


2571. A Study of Neonatal Deaths. 
Review. 

By R. J. Hawkins and R. L. MerKet. Amer. J 
Obstet. Gynec., $9, 609-617, Mar. 1950. 8 refs. 

[he authors studied 243 infants (16.6 per 1,000 
births) born alive (between 1942 and 1947) and 
dying within one month at St. Anne's Hospital, 
Loyola University, U.S.A. In 237 of the cases 
necropsy was performed. Twin births (8.65 per 
cent) are [unfortunately | not excluded 

All patients were under the care of private 
physicians, mainly general practitioners, con 
sultant services being available when called for 
The stillbirth rate over the same period was 17.6 
per 1,000 live births. A patient who had had a 
previous delivery before the 28th week of preg- 
nancy was considered a primigravida. Of all the 
mothers concerned 42.5 per cent were primigra- 
vidae and they produced most of the babies dying 
neonatally, although the actual number is not 
stated 

Deaths are analysed under many headings. Of 
the total, 7.4 per cent were delivered before the 
25th week, 27.9 per cent from the 29th to the 38th 
week, 34.2 per cent from the 39th to the 42nd 
week, and 0.5 per cent after the 42nd week; 68.4 
per cent weighed under 2,500 g. In 52.9 per cent 
prematurity considered to be the 
main cause of death and the greatest improvement 
in neonatal death rate is to be expected in the 
group of infants premature by weight and by 
period of gestation 

The deaths are analysed according to the method 
of delivery; breech delivery accounted for 18 per 
cent of deaths, mainly in the premature group 
Labour was premature in 64.8 per cent of cases of 
neonatal death, and toxaemia occurred in 12.6 pet 
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ot cases was 


cent. Those latter cases tended to be admitted to 
hospital late; earlier admission to hospital might 
mve saved a few babies. Placenta praevia was 


responsible for 6.3 per cent of foetal deaths, but 
conservative techniques of management had not 
then been instituted 

Frolonged labour 
9.45 per cent of cases 


was a cause of death in only 
Of infant deaths after 28 
weeks of gestation 50 per cent occurred in the first 
24 hours of life 

The post-mortem 


maturity 


findings showed that pre 


conjunction with asphyxia 
was the main cause of death in 
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for 12.5 per cent of deaths, mainly in babies at 
term undergoing operative delivery. Congenital 
defects were responsible for 19.7 per cent of deaths, 
and erythroblastosis for only 2.4 per cent. 

| This is an extensive investigation designed to 
indicate the neonatal death rates in various con- 
ditions, with an attempt to stress the most easily 
remediable features. It is unfortunate, however, 
that twin deliveries are not excluded and that no 
attempt is made to discuss the neonatal death 
rates according to the parity and age of the mother 
The study is interesting in that it suggests a high 
incidence of premature labour for no very definite 
cause, though, of course, relevant statistics are not 
given. It is imperative to study “ total foetal 
wastage "" in an evaluation of clinical techniques 
as there is a relation between stillbirth and neo 
natal death depending on antenatal care and treat 
ment and degree of obstetrical operative skill. } 


J. Walker 


2572. Sudden Death or Alleged Accidental Suffo- 
cation in Babies. 

By K. 
21, 1950. 6 figs. 

The case histories and post-mortem findings are 
reviewed in 40 unselected but consecutive cases in 
which babies were ‘‘ found dead '’ in the city of 
Melbourne. Cases where death was due to definite 
criminal action or obvious trauma were excluded 
from the series. The author is of the firm opinion 
that normal healthy children are practically never 
suffocated by pillows or bedclothes, and in support 
of this he cites the frequency with which normal 
babies sleep prone. He notes, in addition, that 
suffocation from inhaled vomitus is a rare cause of 
death in the healthy child, although vomitus may 
be inhaled in the terminal phase of an acute illness 
He ermphasizes the negative history of illness so 
often obtained for the time immediately preceding 


Med. J. Aust., 1, 65-72, Jan 


sudden death, often despite widespread post- 
mortem evidence of disease. It is extremely 
important to carry out careful and extensive 


histological examination, as only in this way may 
the presence of conditions such as acute polioence 
phalitis, myocarditis, bronchopneumonia, and 
bronchiolitis be demonstrable. In fully one-half of 
the author's cases a pathological lesion was only 
demonstrated histologically: in 24 cases the child 
was found dead face downwards, covered with 
blankets, or in bed with the parents, and accidental 
suffocation might well have been considered the 
primary cause of death had adequate examination 
not been carried out. The paucity of changes found 
in the bronchial tree in young babies who have 
died of respiratory infection is especially empha- 
sized, and it is noted that lymphoid hyperplasia 
was present as an additional finding in all the 
children. An interesting case is quoted of exten- 
sive pulmonary tuberculosis in a child of 22 days 
In conclusion the author reaffirms his belief that 
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accidental suffocation practically never occurs in 
the healthy infant and that most cases of babies 
being ** found dead "’ are examples of the swiftness 
with which the processes of natural disease may 
kill very young babies. [He does not claim that 
the disease process found in these cases was 
necessarily the cause of death, but the importance 
of his findings is obvious from a social and legal 
point of view. It should be noted that these find- 
ings and conclusions conform with those of Smith 
(Brit. med. ]., 1950, 1, 371 James Walker 


MATERNAL MORTALITY 


2573. Reduction of Maternal Mortality due to 
Hemorrhage. 

By C. A. Gorpvon, Pennsylvania med. ]., 53, 
689-692, July 1950. 2 refs. 


OBSTETRIC OPERATIONS 


2574. The Abuse of Operative Indications in 
Obstetrics. (E1 abuso de las indicaciones operatorias 
en obstetricia.) 

By A. P. Ramos. Acta ginec. Madr., 1, 257-264, 
1950. 11 refs. 


2575. The Selection of an Obstetric Forceps to suit 
the Case. 

By E. H. Dennen. Bull. M. Hague Maternity 
Hosp., 3, 36-40, June 1950, 

2576. Scalp Traction in Management of Cephalic 
Presentation with Hydrocephalus. 

By M. M. Rozan. J. Michigan med. Soc., 49 
426 and 470, Apr. 1950. 


2577. Operative Treatment of Cervical Dystocia, 
(Le traitement opératoire de la dystocie du col.) 

By O. Hustnont and C. WirtHemerR. Brux.- 
med., 30, 471-483, Feb. 26, 1950. 10 refs. 

The object of this paper is to define the time limit 
in labour after which it does not seem reasonable 
to expect progress in a case of stationary cervical 
dilatation. The authors investigated 49 cases in 
which radial cervical incisions were made, out of 
5,000 deliveries at the University of Brussels 
Obstetrical Department between 1943 and 1947. 
Nearly all were cases of cervical dystocia treated 
at the onset by artificial rupture of the membranes 
and by antispasmodic medication. In some cases 
bilateral paravertebral infiltration of procaine was 
tried, but this seemed without effect on the 
dystocia. The cases are classified in four groups: 
(1) incisions followed by spontaneous delivery; (2) 
incisions followed by delayed forceps extraction; 
(3) incisions followed by immediate forceps extrac- 
tion; (4) a group of breech extractions. 

Foetal mortality was highest in the group in 
which forceps extraction followed the cervical 
incisions immediately and in the group of breech 
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extractions (2 cases, 2 foetal deaths). There were 
no foetal deaths in the group of delayed extraction 

Cervical incisions in appropriate cases have been 
recommended by Baudelocque (1831); Diibrssen 
{18q2 Ganpuy (1906), Jeannin (1913), and 
Cathala (1913) by various techniques, The authors 
make tour incisions at the extremities of two 
oblique diameters, under visual control and with- 
out anaesthesia. In 5 cases there were complica 
tions: a small tear of the lower segment, a tear of 
the anterior lip with forceps, severe haemorrhage 
(twice and a haematoma of the parametrium 
The series showed that foetal mortality is highest 
when tncisions are made after more than 20 hours 
of labour, dilatation having been arrested for more 
than to hours; there seems to be a critical period 
between the 2zoth and goth hours, after which 
foetal mortality, curiously enough, falls. A study 
of the forceps applications shows, as was to be 
expected, that the higher the application the 
higher the foetal mortality. The latter seems to 
have been mainly due to cerebral haemorrhage 
Foetal morbiditv was essentially due to immediate 
forceps extraction, or to delayed extraction after 
a second stage longer than 2 hours. There were no 
maternal deaths, but some maternal morbidity 
after cervical incisions (mainly endometritis). Six 
patients later had normal deliveries 

The authors conclude that there are definite 
indications for cervical incisions at about the 2oth 
hour of labour, before the toth hour of arrested 
dilatation H. Godar 


78. Suture of the Cervix after Labour as a 
Prophylactic Measure. [In Russian 
By E. P. Bonparevsxaya. Akush. Ginek., No 
1, 1% 18 Jan Feb. 1950 
Observations were made upon 1,119 patients 
after labour in order to determine whether lacera 
tion of the cervix sustained during labour was th: 
cause of later morbidity. A series of 1,064 primi 
parae and 55 multiparae were examined by vaginal 
speculum The series was divided into three 
groups. One group was selected for suture of the 
cervix. In the second group no suture was per 
forme! because it was thought that the laceration 
was too small to warrant any intervention. The 
third group was left untreated as a control group 
Statistical comparison of morb'dity among these 
three groups disclesed no significant differences 
It is therefore safe to apply suture of the cervix as 
al t 
The degree of healing of the cervix at the end of 
6 months after delivery was studied, and an assess 
ment was made of the vaginal flora as shown by 
bacteriological investigation of the smear. In the 


author view there was little doubt that suture 
of the cervix promotes complete healing (68 per 
cent as compared with 7 per cent of non-sutured 
group) and reduces abnormality of vaginal flora 
Collis 


2579. Pelvic Outlet Contraction and its Treatment 
by Pubiotomy or Symphysiotomy. 

By B. N. Puranpare. Indian Physician, 9, 121- 
125, May 1950. 3 figs. 


2980. Transverse Abdominal Incisions in Obstet- 
rics and Gynecology. 

By D. Totterson. West. J]. Surg. Obstet., 
Cynec., $8, 308-310, June 1950. 


2581. Cesarean Section. (Keisersnitt.) 
By S. Vasit. Nord, Med., 44, 1163-1167, July 
21, 1950. 10 refs 


2582. 400 Cases of Caesarean Section in a Havana 
Clinic. (Revision y comentarios sobre 400 casos de 
cesdreas realizadas en la clinica de maternidad obrera 
de La Habana 

By E. Y. Bou. Rev. med. cubana, 60, 689-701, 
Oct. 1949 


25843. A Twenty-year Statistical Review of 454 
Censecutive Cesarean Sections. 

By C. J. Geiger and J. R. Dursurc. Amer. J 
Obstet. Gynec., 59, 588-597, Mar. 1950. 17 refs. 

\ comparative study was made of the operations 
for Caesarean section performed at St. Joseph 
Hospital, Chicago, in the two 10-year periods 
1928-37 and 1938-47. Altogether there were 16,170 
deliveries in the 20 years including 454 by Caesar- 
ean section (2.8 per cent). The number of 
Caesarean sections in the first 10-year period was 
188 out of a total of 5,306 deliveries (3.54 per cent); 
the number in the second period was 266 out of 
10,864 deliveries (2.44 per cent). In the first period 
the percentage of lower-segment sections was 32, 
ind in the second 7. The Porro operation was per 
formed 12 times in the second series and once in 
the first. Caesarean hysterectomy was carried out 
13 times in the 20 years without maternal death, 
the indications for this procedure being multiple 
fibroids and other gross pathological conditions, 
uncontrollable bleeding at operation, and, occa 
sionally, severe intra-uterine infection 

The indications for Caestrean section, with 
figures, are tabulated. Cephealopelvic dispropor 
tion and previous Casearean section each accounted 
for about a third of the operations, the figures 
varying little in the two decades. In 14 7 per cent 
of the total cases the patient was a primigravida 
with severe toxaemia not responding to conserva 
tive treatment; infant and maternal mortality were 
reduced in such cases when normal section was 
carried out. Caesarean section was indicated for 
placenta praevia in about 9 per cent of the cases, 
the lower-segment operation being the routine for 
these. Accidental haemorrhage was the indication 
in about 5 per cent of the cases 

A fali in the incidence of maternal morbidity in 
the lower-segment operation from 44 per cent in 
the first period to 31 per cent in the second was 
ittributed to the use of antibiotics, sulphonamides, 
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and blood transfusion. There were 15 deaths (3.3 
per cent}, 11 (5.7 per cent) in the first decade and 
4 (1.5 per cent) in the second. The causes of death 
in the first decade were peritonitis (6 cases), 
haemorrhage (2 cases), toxaemia (2 cases), and 
heart disease (1 case); and in the second decade, 
pulmonary embolism, toxaemia, haemorrhage, and 
aplastic anaemia (1 case each). Chemotherapy 
blood transfusion, and the more frequent use of 
the Porro operation probably prevented death 
from sepsis in the second decade. The over-all 
thaternal mortality in the 16,170 deliveries over 
the whole period was 0.26 per cent; 0.45 per cent 
in the first ten years and 0.17 per cent in the 
second. The average foetal mortality (stillbirths 
and neonatal deaths) in the cases of Caesarean 
section for the 20 years was 9 per cent; 10.6 per 
cent in the first ten years and 7.8 per cent in the 
second, The foetal mortality for the 16,170 
deliveries was 3.28 per cent William Love 


2584 The Obstetric Future of Patients after Cae- 
sarean Section. (Porvenir obstetrico de las operadas 
de cesarea, ) 

By D. C. [rurriaGa. Bol. Soc, chil. Obstet. 
Ginec., 14, 286-301, Nov. 1949. 4 figs., 10 refs 

The subsequent history was studied, in one or 
more pregnancies, of 457 women who had under- 
gone Caesarean section. Vaginal delivery occurred 
in 341, or 74.6 per cent of cases, delivery being 
spontaneous in 255 or 55.8 per cent and operative 
in 86 or 18.8 per cent. Contracted pelvis was the 
most frequent indication for repeated Caesarean 
section. It is suggested that there is a raised inci 
dence of placental retention in cases of previous 
Caesarean section and this is believed to be due to 
the presence of the scar in the uterus. This is con 
firmed by the increased incidence of piacenta 
accreta and of partial retention of the placenta 

in general, a Caesarean section, carried out with 
good technique and without infective complica 
tions afterwards gives rise to a sound scar which 
does not prejudice the patient's obstetric future 
The incidence of forceps delivery was apparently 
low, but this was because of the use of intravenous 
injection of posterior pituitary extract to aid 
expulsion 

Abnormalities of the scar in the uterus were fre- 
quently found at later Caesarean section and took 
the form mainly of adhesions. Rupture of the scar 
occurred in 17 out of 355 cases, an incidence of 
3.8 per cent Josephine Barnes 


2585. The Outcome for Mother and Infant in a 
Series of 304 Cases of Caesarean Section with Penicillin 
Therapy. (Résultats maternels et infantiles dans un 
de 304 cas d’opérations césariennes traitées paz 
pénicillinothérapie (1945-1949) .) 

By L. Portes, M. Mayer, and — 
Gynéc. et Obstét., 49, 5-14, 1950 

In view of the results obtained in 304 cases at 
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the Maternité de Port-Royal, Paris, from 1945 to 
1949, the authors recommend that penicillin should 
be given prophylactically, locally as well as 
parenterally, to all patients subjected to Caesarean 
section, A dose of 500,000 units is given intra 
muscularly before operation and a solution of 4 to 
I mega unit put into the abdominal cavity at 
operation, care being taken to inject some of this 
into the parametrium on each side and into the 
uterovesical pouch before closing the bladder 
peritoneum. Treatment is continued for 5 days 
after operation, a variable dosage of penicillin 
being given either intramuscularly or intra- 
venously. Before this technique was adopted, 111 
operations resulted in a maternal mortality of 2.78 
per cent and a morbidity (judged by the incidence 
of phlebitis) of 4 per cent despite the therapeutic 
use of penicillin. The prophylactic use of penicillin 
in 141 cases resulted in a mortality of mil and a 
morbidity of 2 per cent. Penicillin prophylaxis 
also allows a longer trial of labour after rupture 
of the membranes and reduces the incidence of 
Caesarean hyste,ectomy, and also reduces the need 
for delayed hysterectomy in cases of abnormal 
adherence of the placenta 

The danger to the infant remains, however, in 
spite of chemotherapy. A follow-up of 348 patients 
delivered by Caesarean section following trial of 
labour between 1944 and 1947 was carried out; a 
total of 21 infants had died, 9 being stiliborn, 7 
dying in the neonatal period, and 5 subsequently 
The stillbirth rate rises steadily with the time 
elapsing between rupture of the membranes and 
delivery; the neonatal death rate is, however, 
reduced by chemotherapy. 


[This paper would appear to suggest that chemo- 
therapy was employed to cover flaws in technique 
—the general standard of obstetrics seems to have 
been very low. The danger of producing a peni- 
cillin-resistant strain of organisms does not appear 


to be appreciated. ) C. A. Bevis 


GYNAECOLOGY 
GENERAL. 
2586. Polyarteritis Nodosa Involving the Female 
Genital Tract. 
By E. R. Fisher and L 
Obstet. Gynec., 6, 445-447, Aur 
9 refs 


E. Laure, Amer. J. 
1950. 1 fig., 


2587. Gynecologic Mortality. 

By W. F, Fixx. Amer. ]. Surg., 79, 755-764, 
June 1950. 14 refs. 

2588. lodine Therapy in Gynaecology. (Die Jod 
behandlung in der Gynakologiec. ) 

By I. A. AMreicn. Wien, med Wschr, 100, 528 
529, Aug. 16, 1950. 15 refs. 
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DISORDERS OF FUNCTION. 


2589. Psychic Disturbances in Relation to Gynae- 
cology. (Trastornos psiquicos en relacién con la gine 
Conga.) 

By RK. Osorio and CarvajsaL. Obstet, Ginec 
lat.-amer., 8, 64-70, Mar Apr. 1950 


yo. Pseychogenic Disorders of Menstruation. 

Leber seelische bedingte Menstruationsstérungen. ) 

By A. Maver Wien. med. Wschr., 100 443 
446, July 1, 1950. 6 figs., 22 refs 


sot. Ovulation and Postovulation Pain. 

By D. J. McSweeney and R, J. Fatton. Amer 
J. Obstet. Gynec., 59, 419-423, Feb. 1950. 3 rets 

The frequency of ovulation as a cause of 
abdominal pain in women of menstrual age, is dis 
cussed and 458 cases of pain following ovulation 
occurring in patients admitted to the Boston City 
Hospital between 1939 and 1944 are added to 257 
cases previously reported from the same hospital 
In 165 cases operation was performed, and in 87 
of these the authors consider that it could have 
been avoided Ihe most common incorrect pre 
operative diagnosis was acute appendicitis, with 
pelvic inflammatory disease second in frequency 
The differential diagnosis is discussed and stress is 
laid on the value of a careful history in arriving at 
it correct diagnosis, which the authors claim to 
have accomplished in 76 per cent of cases in the 
This figure of 76 per cent includes 
ill cases not subjected to operation. Of the 165 
cases in which the diagnosis was definitely estab 
lished at operation, only in 78 (47 per cent) was a 
correct diagnosis made pre-operatively 

C. G. Nawn 


present series 


2502 Increased Susceptibility to Histamine Head- 
ache at the Menstrual Period. Sull‘aumento della 
sensibilitA cefalalgica per listamina nel periodo 
mestruale 
By S. Progr. med. Napoli, §, 221 
225, Apr. 15, 1950. 4 figs., 10 refs 
04. Oral Hormonal Therapy for Menstrual Dis- 


By G. 1. M. Swver. Brit. med. ]., 1, 626-634 
Mar. 18, 1950. § figs., 1 ref 

The results of treatment with oral oestrogen and 
progestogen of §2 patients with dysfunctional 
menstrual disorders from the basis of this report 
from the Endocrine and Fertility Clinics at Univer 
ity College Hospital, London. Emphasis is laid on 
the fact that the disorders were functional and 
that any abnormal organic condition was excluded 

Phe cases are grouped into those of prolonged 
and excessive bleeding with irregular cycles (19 
and with regular cycles (; cases of irregular 
(chiefly scanty and infrequent) and anovular but 
otherwise regular cycles (13%) and cases of 
secondary amenorrhoea (13 

For the control of excessive uterine bleeding 2 to 


5 mg. stilboestrol is given daily. Whatever dose is 
necessary to cause hacmostasis is continued so that 
the patient receives oestrogens for 20 days. This is 
followed after an interval of 3 to 10 days by 
oestrogen-withdrawal bleeding. In order to obtain 
regular bleeding episodes and to establish ovula 
tion further courses of treatment are started on the 
sth day of each withdrawal bleeding. For the 2nd 
and 3rd courses 2 mg. stilboestrol is given daily 
for 20 days. The 4th, 5th, and 6th courses are of 
a combination of oestrogen and progestogen, The 
jth consists of 2 mg. stilboestrol daily for 20 days 
from the 5th day of the cycle and 20 mg. ethis 
terone (anhydrohydroxyprogesterone) for 10 days 
from the 15th day. For the 5th course the dose of 
stilboestrol is reduced to 1 mg. daily and that of 
ethisterone increased to 30 mg. daily; for the 6th 
ourse the daily doses are 0.5 mg. and 40 mg 
respectively. The patient is given written instruc- 
tions 

In those cases in which the excessive dysfunc 
tional bleeding is regular, hormone treatment is 
seldom effective and is very likely to make matters 
worse by disturbing the menstrual rhythm. Correc- 
tion of the accompanying anaemia and the admini- 
stration of a non-saponifiable liver extract (anti 
menorrhagic factor ‘‘ glanules ‘’) give good results 

For oligomenorrhoea when the primary com- 
plaint is of infertility the same ‘‘ cycle regulation 
with stilboestrol and ethisterone is used. In cases 
of secondary amenorrhoea, withdrawal bleedings 
ire produced only when the treatment is given, 
and only rarely is there spontaneous remission 

The results of treatment are summarized as 
follows 


Results of Treaument* 


PS 
No. of oe = = 
€ 
Group Patients & 
Gro 3 = = 
a 
|. Prolonged and 
bleeding irregular 
cycles ; 2 
Excesmve biceding: regu 
lar cycles 7 _ 
(AM Fa 
) 
and infrequent) 
periods 
Regular anovular cycles 
4 Secomtary amenorrhoca 
Totals A) 


*These results do not include two spontaneous 
ures (Groups 1 and 4) and one pregnancy follow 
ing gonadotrophin therapy after failure of oral 
treatment (Group 4 

Antimenorrhage factor glanules 


D. W. Higson 
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2504. Estimations of G P , Oestrogens, 
and Pregnanediol in Urine During Normal and Patho- 
logical Cycles. (Dosificacion de gonadotropinas, 
estrogenos y pregnandio! en orina durante los ciclos 
normales y patologicos. ) 

By C. Beciére and H. Simonnet. Acta ginec., 
Madr., 1, 265-272, 1950 

2595. Experimental and Clinical Studies on Ocstro- 
genic Effectiveness of Ichth-Oestren Experi- 
mentelle und klinische Untersuchungen iber die 
éstrogene Wirksamkeit des Ichth-Oecestren. ) 

By P. Grumprecat. Zbl. Gynik.. 72, 743-754, 
1950. 18 figs., 21 refs 

2506. The Use of Ovarian Transplants for Hor- 
monal Replacement Therapy. 

By C. L. Buxton and A. S. H. Wonc. Amer. 
J. Obstet. Gynec., 60, 401-405, Aug. 1950. 13 refs. 


2507. Late Results of Treatment with Male Sex 
Hormone. (Spitergebnisse der Behandlung mit 
mannlichem Geschlechtshormon. ) 

By K. PAtt andG. Keser. Zbl. Gyndk., 72, 759- 
761, 1950 


2508. Employment of Androgens in Gynecology. 
{In English. | 

By E. OfSTERGAARD. Acta obstet. gynec. scand., 
30, 106-127, 1950. Bibliography 


2509. The Reproductive Career of Women with 
Ovarian Dysfunction. 

By L. A. Day and P. L. Smiru. Amer. J. Obstet. 
Gynec., &@, 93-100, July 1950. 7 refs 


Prolongation of Menstrual Exfoliation and 
Delay in Endometrial Regeneration and their Clinical 
Significance. (Die verlingerte menstruelle Abstossung 
und verzogerte Regeneration der Korpusscileimhaut 
und ihre klinische Bedeutung. ) 

By A. STADTMUELLER. Arch. Gyndk., 177, 382 
497, 1950. § figs., bibliography 


2601. Studies of Functional Amenorrhoea under 
War Conditions. (Untersuchungen iiber die funk- 
tionelle Amenorrhée unter Kriegsverhaltnissen. ) 

By F. Wattau. Arch. Gynik., 176, 320-754, 
1948. 2 figs., bibliography. 

Functional amenorrhoea is defined as amenor- 
rhoea occurring during the normal period of 
maturity in a woman who has previously men- 
struated regularly (for at least one year) and in 
whom no physical cause for the cessation of men- 
struation can be recognized 

Out of 212 cases of amenorrhoea at the Gynae- 
cological Clinic, Giessen, during the years 1939-43, 
a physical cause was found in 36; 9 were incom- 
pletely investigated, and the remaining 167 cases 
were considered to be cases of functional amenor- 
rhoea; this paper deals exhaustively with observa- 
tions on these latter cases 

The incidence in the 5-year period 1934-8 was 
0.8 per cent, while in 1939-43 it was 2.8 per cent— 
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the highest incidence occurred in 1942 and 1943 
when it was 3 per cent and 5.2 per cent. The 
author considers that this is a simple increase in 
numbers and not an increase as a result of war. 

Of the patients 82.4 per cent were under the age 
of 30 and 17.6 per cent over 30. The preponder- 
ance of cases in younger age-groups is believed to 
be associated with the labile state of the genital 
system at this period and increased frequency of 
one-phase cycles. The probability of an insufh- 
ciency of the genital system is shown more clearly 
in the low fertility rate (30 per cent) of the married 
women in this group. 

The part played by such factors as occupation, 
state of nutrition, change of climate, and nervous 
influences is discussed and the conclusion drawn 
that these exogenous factors may play some part, 
especially in a woman who has a labile cycle. The 
factor found in 141 (80 per cent) was an insuffi- 
ciency of the genital system. 

In 64 per cent there was hypoplasia of the geni- 
talia, acutely anteflexed or retroverted uterus, or 
a uterus less than 3 inches (7.6 cm.) long. The 
occurrence of hypoplasia in such a high percentage 
of cases of secondary amenorrhoea raised the 
question whether the hypoplasia was brought 
about by the amenorrhoea or whether it had 
always been present. This could not be answered 
The relation of time of menarche and functional 
amenorrhoea to type of body build was investi- 
gated in a large series of cases. Menarche occurred 
earlier in thin than in fat women, and the tendency 
to functional amenorrhoea was greater in fat ones. 
The build of patients in the present series is not 
discussed, but 37 per cent had an early and to per 
cent a late menarche 

Histological investigation of the endometrium on 
1,500 occasions gave the following results : atrophic 
in 40.9 per cent, resting in 23.3 per cent, prolifera- 
tive in 21.6 per cent, and secretory in g.1 per cent. 
When the duration of the amenorrhoea was longer 
than one year atrophic endometrium was present 
in 87.5 per cent of the cases 

Observations were made on three other factors 
in these cases: (a) blood pressure—hypotension 
was present in 2, hypertension in 28; (b) leucocyte 
sedimentation rate—increased in 27 per cent of 
cases; (Cc) leucocyte count— this was above normal 
also in 27 per cent of cases 

Treatment was along the usual lines and based 
on the findings on histological examination. The 
best results were obtained where functioning endo- 
metrium was present; there were 87.5 per cent of 
successes in cases with secretory endometrium, 
55-3 with proliferative, 46.3 per cent with resting, 
and 18.1 per cent with atrophic 

Finally a few observations were made on 194 
Russian women, brought to Germany during the 
war. Of these 86 had functional amenorrhoea; 
half of them were under the age of 20. As in the 
German women, there was little relation to occu 
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pation or change of climate. In 88 per cent the 
amenorrhoea lasted for less than one year; in 49 
57 per cent) of these cases regular menstruation 
started without any treatment, in 10 irregular 
menstruation, in g only 2 or 3 periods occurred, 
12 became pregnant, and in 6 amenorrhoea per- 
sisted. The author suggests that these results in 
the Russian women occurred because their genital 
system was more stable than that of the more 
civilized German women, Gladys Dodds 


soos. Further Results in Treatment of Amenor- 
rhoea due to Central Causes. (Weitere Ergebnisse 
bei der Behandlung zentral bedingter Amenorrhoen.) 

By W. V. Massensacn and H. A. HEINsEN. 
Geburts. u. Frauenhelk, 10, 521-526, July 1950 
21 refs 

2604. Treatment of Secondary Amenorrhoea with 
** Cyren-A-tardum "" Crystals. Die Behandlung 
«kundarer Amenorrhoen mit C yren-A-tardum-Kris- 
tallen.) 

By K. THorwesr. Zbl. Gyndk., 72, 755-759. 
1950. 13 refs 

2604. Vitamin E Therapy in Amenorrhea. 

By S. Benson imer, J. digest. Dis., 17, 246 
250, July 1950. 4 rets 

605. The Problem of Primary Dysmenorrhea. 

By E. Novak. New Orleans med. Surg. J., 102, 
591-594, June 1950 

sooo. Treatment of Essential Dysmenorrhea with 
an Antihistaminic Drug (Pyribenzamine R HC1). 

By D. B. Horrman. /. med, Soc, New Jersey 
47, 287-288, June 1950. 14 refs 

Micronized Stilbestrol with B Complex 
Vitamins for Essential Dysmenorrhea. 

By K. J. Karnaky. Aric. Med., 7, 25-27, June 


1950. Orets 


2608. Analysis of Treatment in Primary Dysmenor- 
rhea. 

By H. Lerpenneimer. New Orleans med. Surg 
J. 102. 504-599, June 1950. Bibliography 


cog. Is it Justifiable to Speak of ‘* Mulleroma in 
the Origin of Some Forms of Dysmenorrhoea? (Puce 
hablarse de mulleroma en la génesis de algunas 
formas de amenorrea 
By V. C. Serra. Obstet. Ginec. lat.-amer., 8, 
Mar.-Apr. 1950. 4 fhgs 


soio. Thienine in the Treatment of Menometror- 
thagia due to Dysfunction. (La thonima nel tratte 
mento delle menometrorragie disfunzionali 

By G. Veccnterrt. Minerva Ginec., 2, 206-208, 
July 1950. 1 fig., to refs 


soir. The Treatment ef Leucorrhoea with Testos- 
terone. (Die Behandlung des Fluor vaginalis mit 
Testosteron. ) 

By W. Neuwtner. Therap. Umsch., 7, 37 40, 
June 1950. 14 refs 


2612. Androgen Administration in the Postmeno- 
pausal Woman. 

By W.H. Masrexs and D. T. J. clin, 
Endocrinol., 10, 348-358, Mar. 1950. 6 figs., 11 
refs. 

Seven old women were given several courses of 
oestrogen to sensitize the uterus and provoke with- 
drawal bleeding. Constant oestrogen dosage (2 mg. 
of oestradiol benzoate weekly) was then continued 
and 10-day courses of testosterone injections were 
superimposed. In every case withdrawal bleeding 
occurred 2 to 8 days after stopping the testosterone 
injections. Progestational changes were produced 
in the endometrium and were equivalent to those 
produced by doses of progesterone 10 to 20 times 
smaller. With daily doses of 10 to 50 mg. of testo- 
sterone propionate its masculinizing effects were 
neutralized by the oestrogen treatment, but this 
was not so with daily doses of 100 mg. Androgen 
treatment tended to lower the blood pressure 
where hypertension was present. 

Peter C. Williams 


2613. X-Ray Castration in Menopausal Bleeding. 
Die Rontgenkastration bei klimakterischen Blu- 
tungen.) 

By A. Korex. Zbi. Gynik., 72, 732-737. 1950. 


7 rets. 


2614. The Treatment of Deficiency Symptoms of 
the Normal and Artificial Menopause with ‘* Depot- 
Oestromon (Die Behandlung der Ausfallserchei- 
nungen bei natirlichem und kinstlichem Klimak- 
terium mit Depot-Oestromon. ) 

By K. Getrer. Med. Klinik, 45, 922-924, July 


25, 1950. 4 refs 


2015. A Study of Vaginal Cytology in Menopausal 
Women with Hepatic Disorders. (Ricerche sulla 
citologia vaginale di donne epatiche in menopausa.) 

By P. S. Timyras and C. BarBaRossa. Arch. 

E. Maragliano”’ Pat. Clin., §, 293-300, Mar.- 
Apr. 1950. 2 figs., bibliography 


2016, Menstrual Re-activation of the Uterus 374 
Years after the Menopause. (Re-activation men- 
struelle de |'utérus trente-sept ans et demi aprés la 
minen pause 

By J. CaRAveN. Gynéc. et Obstét., 49, 318-320, 
1950. 2 hgs 


2617. Dyspareunia due to Vulvo-vaginal Narrow- 
ing; Treatment by Fixation of a Strip of Vaginal 
Mucosa into the Perineum. (Dyspareunie par étroi- 
tesse vulvo-vaginale: traitement par hxation dans le 
perinée d'un lambeau de muqueuse vaginale.) 

By R. Ketter and E. Larticaup. Gynéc. et 
Oostét., 49, 256-259, 1950. 5 refs 


2615. Laceration of the Vaginal Vault after Normal 
Coitus. Report of a Case. 

By S. L. Ange and C. H. Gruianp. U.S. armed 
Forces med. ].. 1, 926-927, Aug. 1950. 1 ref 
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2619. Diagnostic and Therapeutic Problems in the 
Study of Frigidity. (Problemas diagnosticos y tera 
péuticos que plantea el estudio de la mujer frigida.) 

By A. AcHaRD. Obstet. Ginec. lat.-amer., 8, 
197-222, June 1950. 7 refs 

2620. New Aspects of Infertility. 

By W. F. Guerriero. Texas St. J. Med., 46, 
370-373, June 1950. 17 refs 


2621. Uterogram in Sterility. 

By R. C. Hitprern and C. P. Curest. J 
Michigan med. Soc., 49, 431-434. Apr. 1950 
3 figs » 3 refs 

2622. The Effects of Sedation on Fallopian Tubal 
Motility. 


By A. M. Davips and I. Werner. Amer. J 
Obstet. Gynec., 59, 673-678, Mar. 1950. 4 figs., 
14 refs. 

The authors attempted to establish th. reaction 
of the human Fallopian tubes to various sedative 
drugs, and to determine their clinical value in 
diagnostic and in therapeutic utero-tubal insuffla- 
tion. 

They used a standard Rubin machine with con- 
stant physical factors, the rate of flow of the gas 
being 60 ml. of carbon dioxide per minute at 15 Ib 
(6.75 kg.) pressure. They first obtained control 
insufflations for 5 to 10 minutes, The patient was 
returned to bed, given the sedative to be tested, 
and one hour later insufflation was repeated. The 
patients were divided in the following groups: 
(a) 27 controls undergoing repeated insufflations 
but given no sedative drugs. In these the tubal 
contractions were practically the same on the 
secoad occasion as on the first. (b) 17 cases tested 
for the effect of ', gr. (16 mg.) morphine adminis- 
tered hypodermically. In 12 cases the pressure 
increased from 10 to 80 mm. Hg and in one case 
there was actual occlusion. In 5 cases there was a 
decrease of pressure. There was a _ consistent 
increase in amplitude of tubal contractions. (¢) 
15 cases were used to determine the effects of 
pethidine (demerol) mg. This caused an 
increase of pressure in 7 and a decrease in 6 cases 
and the amplitude of contractions increased in 10 
cases. (d) A group of 15 patients were given 3 gr 
(o.2 g.) of ‘‘ nembutal ’’ by mouth. The pressure 
was increased in 10 cases and decreased in 3 cases 

The authors conciuded that morphine stimulates 
the contractions of the smooth muscle of the 
human Fallopian tubes, as do pethidine and nem 
butal, and that consequently these substances are 
not of clinical value in overcoming increased tonus 
or spastic closure of the Fallopian tubes 


B. Sandler 
2623. The Content of Hyaluronidase in Semen, 
Especially among Husbands in Infertile Marriages. 


[In English 
129, 


By O. Rusrecpt. Gynaecologia, Basel, 


229-238, Apr. 1950. 2 figs., 28 refs. 
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McClean and Rowlands claimed that hyaluroni- 
dase is able to disperse the follicle cells surrounding 
recently ovulated mammalian ova; the present 
author investigated the way in which the ~entent 
of hyaluronidase in human semen may a,.ect 
certain forms of sterility and infertility. The 
studies were undertaken at the University of 
Aarhus, Denmark 

Twenty-eight couples were examined and, in 
addition, semen tests were made of 8 other men 
whose wives were not included in the series, In 
the 28 couples the period of sterility varied 
between 2 and 12 years, though most had been 
sterile for 3 or 4 years. 

Ordinary gynaecological examinations, with 
Wassermann, gonococcal complement fixation, 
and erythrocyte sedimentation tests were made in 
every case, and the haemoglobin value was deter- 
mined. Hysterosalpingography was carried out on 
each woman. The tesults of blood tests were 
normal, 

In 13 women there were changes capable of 
explaining their sterility. In the other 15 women 
no changes to explain sterility could be found. In 
all the 36 semen specimens the sperm were counted 
and the hyaluronidase test was made. Methods of 
assay are described, though no unit of hyaluroni- 
dase activity was determined. With a count in the 
region of 60 to 100 million spermatozoa per ml., 
hyaluronidase activity lay between 10 and 30 
minutes, which is regarded as normal, With a 
count under 50 to 60 millions the hyaluronidase 
activity fell steadily. There was no particular 
increase in the activity even with counts far above 
100 million per ml. As none of the men had proved 
their fertility, these figures cannot be accepted as 
setting up values for the hyaluronidase activity in 
normal semen. 

It was found that a man may have a normal 
number of spermatozoa and low hyaluronidase 
activity; on the other hand, no instance occurred 
of complete absence of hyaluronidase activity 
coupled with a normal sperm count. Complete 
absence of hyaluronidase was observed only in 
cases of aspermia 

Treatment of infantile patients with hyaluroni 
dase, either added to the semen specimen before 
insemination or placed in the cervix before inter 
course, which followed within the next few hours, 
has been tried. Six cases in which pregnancy 
followed are quoted. Others have tried this tech 
nique on 25 infertile patients and only one became 
pregnant 

The author concludes that it seems beyond 
doubt that hyaluronidase plays a certain part in 
fertility. It may be that the reason why males 
with oligospermia and hypospermia are sterile lies 
not so much in the relatively few spermatozoa as 
in the reduced quantity of hyaluronidase. 


E. W. Kirk 
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2624. Medicolegal Aspects of Induced Sterility. 
By H. B. Sanpers. Texas St. J Med., %. 

374-370, June 1950. 34 refs 
2625. On the Question of Artificial Insemination. 

(Zur Frage der kinstlichen Befruchtung.) 

By E. Anperes. Schweiz. med. Wschr., &, 

667-6743, July 1, 1950 


2626. Artificial and Re- 
sults. (Linsé@mination artificielle—ses indications et 
résultats.) 

By I. Hacerecnr. Schweiz. med. Wschr., 80, 
679 681, July 1, 1950 


ANOMALIES OF THE 
REPRODUCTIVE ORGANS. 


2627. Agenesis of the Uterus and Ovaries with 
Congenital Bony Abnormalities (Turner's Syn- 
drome) . 


cmseuses Congénitales 


(Agénésie utéro-ovarienne et dystrophies 
(syndrome de Turner) .) 

By A. Hucuentn. Algérie méd., 54, 161-167, 
Apr. 1950. 14 rels 


2628. Aplasia of the Uterus in Two Sisters. 
(Aplasia uteri hos tv’ systrar.) 

By G. Beracren. Nord. Med., 44, 1174-1178, 
July 21, 1950. § figs., 41 refs 


2629. A Curious Case of Imperforate Hymen and 
Urethral Coitus. (Un caso curioso de imperforacion 
de himen y 

By V. B. Gonzatez and J. Garzon Asap. Toko 
ginec. pract., 9, 431-434, June-July 1950. 1 fig 


coito uretral 


2640. Bicornate Unicollic Uterus with a Rudi- 
mentary Horn. Case Report. 

By J. E. Hau Brooklyn Hosp. ]., 8, 25-28, 
1950. 2 figs., 1 ref 


2641. Entero-vaginal Fistulae. (Les fistules entéro- 
vaginales. 

By B. S. Ten Berat Gynéc. et Obstét., 49, 
293-208, 1950. 4% figs., 2 refs 


2642. The Suppression of Androgen Secretion by 
Cortisone in a Case of Congenital Adrenal Hyper- 
plasia. Preliminary Report. 

By L. Wiixins, R. A. Lewis, R. Ker, and 
E. Bull. Johns Hopk. Hosp., 86, 
249-252, Apr. 1950. 1 fig., 3 refs 

The authors describe the case of a female pseudo 
hermaphrodite aged 15 who, at the age of 6, had 
undergone total adrenalectomy on the left side 
and partial adrenalectomy on the right without 
iny effect upon the progressive virilism 

After a control period of ten days, during which 
the urinary excretion of 17-ketosteroids was 
measured daily, that of 11-oxysteroids on alternate 
days, and that of oestroids on two occasions, 100 
mg. of cortisone was given by intramuscular 
injection daily for 15 days. The 17-ketosteroid 
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excretion fell from an average level of 48 mg. a day 
during the control period to an average of 6.5 mg. 
a day throughout the period of administration of 
cortisone, and did not rise again until 10 days after 
the end of that period; even then it remained at a 
lower level than before (between 28 and 41 mg. a 
day) for a period of 5 days. The 11-oxysteroid 
excretion also decreased from an average level of 
1.61 mg. a day during the control period to an 
average level of 0.47 mg. a day during the first 10 
days of administration of cortisone; it then rose to 
between 1.04 and 1.07 mg. daily while the patient 
was still receiving cortisone, and fell again, to 
between 0.67 and 0.83 mg. a day after the hormone 
was withdrawn. The urinary excretion of oestroids, 
estimated by the fluorometric method of Jailer 
(J. clin. Endocrinol., 1948, 8. 564), ran closely 
parallel to that of the 17-ketosteroids, falling from 
an initial level of 33 to 44 wg. a day to a level of 
8 to 10 wg. during administration of cortisone, and 
rising again subsequently to 23g. a day. 

No change in the hirsuitism or clinical condition 
of the patient was seen during the 6-week period 
of observation, but in view of the evidence 
obtained of depression of adrenal corticai activity 
the authors suggest that cortisone may prove to be 
of therapeutic value in adrenal hyperplas‘a in the 
future 

Depression of urinary 17-ketosteroid excretion 
by cortisone was also observed by Sprague et al 
(Arch. int. Med., 1950, 85, 199) in rheumatoid 
arthritis and other disorders, but the excretion of 
corticosteroids increased during the administration 
of cortisone Robert de Mowbray 


INFECTIONS OF THE 
REPRODUCTIVE ORGANS. 


2643 The Treatment of Chronic Female Pelvic 
Sepsis by Short-wave Diathermy: A Review of Fifty 
Cases. 

By T. W. Burcess. Med. J. Aust., 2, 285-287, 
Aug. 19, 1950 


2644. Granuloma Inguinale of the Cervix. (Granu 
loma venéreo do colo do ttero.) 

By O. B. Nestarez and F. B. Rometro. Rev 
Ginec. Obstet., 44, 431-440, July 1950. 2 figs., 
18 refs 


2645. Ascaridiasis of the Fallopian Tube. (Ascari- 
diasis tubae Fallopii.) 

By V. Svesxo. Lijetn. Viesn., 72, 174-175, 
1950. 16 refs. 


26460. An Improved Treatment for Trichomonas 
aginalis Vaginitis. 

By J. F. Trorrmo, L. Arriconi, and G. A 
Tozer. Amer, J. Obstet. Gynec., 59, 452-454. 
Feb. 1950. 

Attention is drawn to the present unsatisfactory 
position on the therapy of Trechomonas vaginalis 
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infections, as shown by the multiplicity of treat- 
ments recommended by various authors. A method 
of treatment by acid douches followed by insertion 
of buffered acid tablets (monobasic potassium 
phosphate, 200; phosphoric acid (85 per cent), 15; 
carbamide hydrochloride 0.04; 8-lactose, 200) 
6-hourly is described. In the series of 300 cases 
treated the vaginal pH before treatment ranged 
from 5.2 to 6.6, with an average of 6.0. In most 
cases after treatment the pH fell to 4.2 in less than 
a week and the recurrence rate was insignificant, 
‘ something less than 4 per cent’’. All cases of 
recurrence were cured after an additional period of 
treatment C. G. Nairn 


2637. A Study of the Trichomonad Population in 
Experimentally Infected Rhesus Monkeys. I. The 
Efficiency of Intensive Search Compared to Culture 
Technique. 

By M. H. Witttams. Amer, J]. Obstet. Gynec., 
60, 224-225, July 1950. 4 refs 


2638. Treatment of Vaginitis. 
By E. D. Lawrence. West. J. Surg. Obstet. 
Gynec., 58, 236-237, May 1950. 2 refs. 


2639. Ulcerative Vaginitis in a Case of Acute Mono- 
cytic Leucemia, 

By A. E. Kanter and T. H. Mercer. Amer. J. 
Obstet. Gynec., @, 455-456, Aug. 1950. 


2640. Echinococcal Cyst of Broad Ligament. [In 
English. | 

By H. N 
Mar. 1950 


2641. Foreign Body Reactions of the Endometrium 
after Intrauterine Introduction of Sulphonamides. 
(Fremdkorperreaktionen des Endometriums nach 
intrauteriner Sulfonamid-Appliki.tion. ) 

By V. Becker. Geburts. u. Frauenheilk., 10, 
597 605, Aug. 1950. 4 figs., 20 refs. 


2642. Critical Observations of Intrauterine Sul- 
phonamide Treatment. (Kritische Beobachtungen 
zur intrauterinen Sulfonamidbehandlung.) 

By K. Ercxmtyer. Zbl, Gyndk., 72, 741-745. 
1950. 13 refs 


2643. The Action of Penicillin and X-ray Therapy 
on the Glands in a Case of Actinomycosis of the Para- 
metrium. (Ueber die Wirkung der Penicillin- 
Réntgentherapie auf die Drusen bei einem Fall von 
Parametritis actinomycotica.) 

By H. H. Stance. Geburts, u. Frauenheilk., 10, 
622-632, Aug. 1950. 5 figs., 42 refs 


2644. Streptomycin in Gynecologic Tuberculosis. A 
Preliminary Report. 

By H. Serep, F. H. and B. P. ZumMo 
J]. Amer. med. Ass., 142, 547-550, Feb. 1950. 
3 refs. 

The authors have attempted to determine the 


Ray. Indian med. Gaz., 85, 88-90, 
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role of streptomycin in the treatment of genito- 
peritoneal tuberculosis in three groups of patients, 
of which only the first is dealt with in the present, 
preliminary, paper. This group contained 16 
patients in whom the diagnosis of genital tubercu- 
losis was made before operation and who were 
treated with streptomycin both pre-operatively 
and post-operatively. 

The authors discuss diagnostic procedures, 
which appear to have been very fully carried out, 
and the dosage of streptomycin, and analyze their 
cases in respect of age, gravidity, racial factors, 
and symptoms. They give their clinical and 
surgical impressions and quote relevant case 
histories. The longest period of follow-up so far is 
only 14 months and the shortest one month, but 
except for one death and 2 patients who had 
additional pulmonary lesions, the results are 
regarded by the authors as ‘ gratifying ’’. They 
consider that total hysterectomy and _ bilateral 
salpingo-oophorectomy with primary closure of the 
vagina and abdominal wall are advisable whenever 
the ovaries are involved and that streptomycin is 
valuable in improving the general condition of the 
patient and making the operation technically 
easier. It is pointed out that repetition of endo- 
metrial biopsy caused no apparent flare-up of the 
genital infection ia these cases, nor did it result in 
miliary spread of the disease. Ruth Dearing 


2645. Results of Fluorescence Microscopy in 
Demonstration of Tubercle Bacilli in Female Genital 
Tuberculosis. (Ergebnisse fluorescenzmikroskopischer 
Untersuchungen zum Nachweis von Tuberkelbacillen 
bei der weiblichen Genitaltuberkulose.) 

By L. Finke. Arch. Gynih., 177, 440-459. 
1950. 23 refs. 

2646. Tuberculous Salpingitis. (A 
salpingites tuberculeuses. ) 

By A. RicHarp. Mem. Acad. Chir., Paris, 76, 
691-693, June 28, 1950. 


propos des 


NEW GROWTHS OF THE 
REPRODUCTIVE ORGANS, 


2647. Statistical Study of Malignant Tumours of 
the Genitalia at the Basle Gynaecological Clinic, 
1935-1945. (Kasuistische und statistische Bear- 
beitung aber maligne Genitaltumoren aus der Basler 
Frauenklinik 1935-1945.) 

By M. Reicu. Gynaecologia, Basel, 130, 73-95, 
Aug. 1950. 2 figs., 21 refs. 

2648. New Standpoints for the Evaluation of X-ray 
Irradiation in Genital Carcinoma. (Neue Gesicht- 
spunkte fur die Beurteilung der Réntgenbestrahlung 
beim Genitalkarzinom.) 

By H. Huser. Geburtsh. Gynik., 133, 1-73, 
1950, 34 figs., bibliography. 

2649. Metastatic Carcinoma of the Clitoris. 

By C. B. Marex and C. R. Haypen. Amer. J. 
Obstet. Gynec., 60, 443-444, Aug. 1950 
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2650. Two Cases of Mucous Cysts of the Labium 
Minus. (Su due casi di cisti mucose delle piccole 
labbra.) 


By A. Satvint. Riv Ostet. Ginec., $, 23-32. 
Jan 1950. © figs., 15 refs 


2651. Vaginal Sarcoma in Infancy.  (Contributo 
ullo studio del sarcoma della vagina nell'etA’ infan 
tile.) 

By G. Macoion: and M. Miputta. Arch. ital 
Pediat., 14, 154-168, 1950. 6 figs., 25 refs 


2652. Primary Malignant Melanoma of the Vagina. 
Case Report with Autopsy Findings. 

By A. Brzezinsky, Y. M. Bromperc, and A 
Laurer, Amer, J. clin. Path., 20, 774-778, Aug 

50. § hgs., 7 refs 


2654. Vaginal Metastases of Renal Carcinoma: 
Pathology and Clinical Features. (Die Scheiden 
metastasen der Nierenkrebse, ihre Pathologie und 
Klinik.) 

By H. Cramer. Arch., Gyndk., 177, 421-439. 
1950 figs 40 refs 


2654. Uterine Fibrosis. (La fibrosi uterina | 
By M. Macctorra. tlal. Ginec., 33, 243 
312, July-Aug., 1950. 49 figs., bibliography 


2655. A Case of Myolipofibroma of the Uterus. (Ein 
Fall von Myolipofibroma uteri.) 

By H. Riess. Zbl. Gyndk., 72, 737-740, 1950 
hgs., 36 refs 


2056. Pathology of the Uterine Stump (Pibroid 
Undergoing Sarcomatous Transformation). Con 
tributo alla patologia del moncone uterino. (Fibro- 
mioma m trastormazione sarcomatosa.)) 

By E. Fort: Riv. Ostet. Ginec., 4, 616 624, 
tht 4 higs., 17 rets 


2057. Rupture of the Capsule of an Intramural 
Fibroid. (Kapselruptur 1 intramuralt m, om.) 

Hy H KORALLI Nord Med 44. 1245 1249. 
Aug. 4, 1950. 2 figs., 10 refs 


2058. Caleified Fibroma of the Uterus Causing 


Urinary Stasis and Recurrent Pyelonephritis. (Fi 
uterin calcite provoquant stase uretero 
pyelique et pyélo-néphrite récidivante.) 

Hy Mova-Prats. /. Urol. méd. chir., 56, 
63 60, 1950 2 figs 


2659 Experimental Researches on the Histogenesis 
of Uterine Fibromyomata. Richerche sperimentali 


istogenesi del fibror 


By P. Brancnt. Tumori, 36, 83-100, 1950. 12 


ma uterino.) 


2060, A Case of Malignant Chorionepithelioma. 
(Bir chornonepithelioma malignum vak'asi.) 

By M. Turxent. Istanbul tip Fak. Mec 
13, 147-154. 1950. 2 figs.. 4 refs 
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2661. A Case of Chorionepithelioma with Para- 
doxical Pregnancy Reaction after Hydatidiform Mole. 
Sur un cas de chorivépithéliome avec reaction de 
grossesse paradoxale apres mole hydatiforme.) 
ty Ricnur. Gynéc. et Obstét., 49, 299-306, 
1950. © figs., 21 rets 
2662. Cytological Diagnosis of Uterine Carcinoma. 
Diagnostic del cancer de utero por el metodo cito- 


logico. ) 

By D. Cecener and L. Winocrap. Prensa méd. 
argent., 37, 994-1008, May 12, 1950. 12 figs., 29 
refs 

2064. The Early Diagnosis of Uterine Cancer by 
the Cytologic Technic as an Office Procedure. 

By G. H. Rompers. N.Y. St. J Med., 50, 
1375-1377, June 1, 1950 

2664. Value of Early Diagnosis of Uterine Cancer 
by Papanicolaou’s Method. (Valoracion del diag- 
nostico precoz del cancer uterino por el metodo de 
Papanicolaou ) 

By A. E. N. Mirmeser. Toko-ginec. pract., 9, 
yor-318, June-July 1950. 4 figs 

2605. Vital Cytological Diagnosis of Carcinoma 
(Papanicolaou’s Method with Phase-contrast Micro- 
scopy). Die vitalzytologische: Karzinomdiagnose 
(Untersuchungen zur Method nagh Papanicolaou mit 
dem Phasenkontrastverfahren. ) ) 

sy H. K. Zinser. Z. Geburtsh. Gyndk., 133, 
74-106, 1950. 30 figs., bibliography 


2666. The Pathology and Diagnosis of Cancer of 
the Uterus and of Factors Predisposing to Cancer of 
the Uterus. (A méhrik és a méhrikra hajlamosité 
elvaltozasok pathologiaja és diagnosztikaja.) 

By L. VAczy. Orv. Hetil., 91, 529-536, Apr 
1950 3 figs., 44 refs. 

2667. Primary Uterine Malignancy. 

By J. E. Hatt, J. Pere,and J]. Tortora Amer 
/. Obstet. Gynec., 59, 634-641, Mar. 1950. 17 refs 

rhe authors present an analysis of 189 cases of 
mahgnant uterine neoplasms treated at the Brook 
lyn Hospital trom 1935 to 1946 inclusive; 98 
patients had a carcinoma of the ervix, and 9g! 
carcivoma of the corpus. This high proportion of 
corporeal carcinoma was more marked in patients 
from private wards, but no adequate reason could 
be given for this 

The ages in this series followed the usual distri 
bution. The chief symptom in both groups was 
ibnormal bleeding, with post-menopausal bleeding 
by far the most common factor. A much higher 

entage of women with cervical cancer sought 
lvice early. Carcinoma of the cervical stump 
is present in 6 per cent of cases. Twice as many 
tients in stage 1 had corporeal cancer as had 

cal cancer Ihe series included 4 cases of 
oma, all in myomata, and one case of chorio- 
oma destruens. Of patients with cervical 

r 14.3 per cent, and of those with corporeal 
nceer 40.6 per cent, had not been pregnant 
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The usual treatment m the series of patients 
with cervical cancer was a full course of deep 
external X-ray irradiation to the pelvis; in many 
contact '' X-ray therapy was applied direct 
to the cervix. This was followed by use of radium 
6 weeks later ‘The reader is referred to the 
original article for details of dosage. | 


cases ** 


Ihe treatment of corporeal cancer in this series 
was primarily by intra-uterine use of radium (3,600 
mg. hours) followed in 6 weeks by a complete 
abdominal hysterectomy, with bilateral salpingo 
ojphorectomy. A few cases were treated by 
radium alone, or hysterectomy alone, but the 
results were not so good 

Five-year survival rates of traced cases treated 
1935 and 1943 are given. There was a 
40.8 per cent over-all survival rate for cervical 
The figures for stages 1, 2, and 3 were 
66.6 per cent, 53.3 per cent, and 26.6 per cent 
respectively. There was a 7o per cent over-all 
survival rate for corporeal cancer. 

The authors make a plea for 6-monthly physical 
examination as a routine for all women over 40 
years of age Edeen D. M. Wilson 


between 
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2008. Is there a Relation between the Function of 
the Anterior Lobe of the Pituitary and the Growth of 
Carcinoma of the Uterus? (Gibt es einen Zusammen- 
hang zwischen Vorderlappenfunktion der Hypophyse 
und dem Wachstum des Uteruskarzinoma? ) 

By E. Srocxi. Arch. GeschwForsch., 1, 300 
318, 1949. Bibliography 

The author studied the histology of the anterior 
lobe of the hypophysis in 23 women and 12 men, 
and of the ovaries of 102 women, who had died of 
cancer of various organs; hormones (follicle-stimu- 
lating and luteinizing gonadotrophins) were also 
assayed in the urine of a few patients suffering 
from cancer. Having found neither morphological 
deviations from the normal nor increased excretion 
of gonadotrophic hormones, he states that neither 
is the anterior hypophysis responsible for the 
development of malignant disease (as suggested by 
Hofbauer) nor does it in any way react to abnormal 
growth processes in the body (as suggested by 
Zondek). There is no such thing as a “ cancer- 
hypophysis '’. In the case of chorionepithelioma, 
however, there are morphological changes (increase 
of basophilic cells), as shown by the author in 1933 
(Zbl. Gyndk., 2614), as well as excretion of large 
amounts of gonadotrophins 

Study of 10 cases of genital carcinoma (8 of the 
uterine cervix and 2 of the ovaries) occurring 
during pregnancy suggested retardation of malig- 
nant growth by the pregnancy, while in 6 cases of 
extragenital carcinoma associated with pregnancy 
growth of the tumours appeared to be accelerated. 

[The literature on these complex subjects is 
admirably reviewed in this thoughtful paper. } 

N. Alders 
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2669. Carcinosarcoma of the Uterus: with Report 
of a Case. 

By MP. Near, C. E. Horton, and, K. D 
Drerricn. Sth. med. ]., 43, 693-696, Aug. 1950. 
5 figs., 6 refs. 


2670. Adenocarcinoma of the Corpus Uteri: Diag- 
nosis and Treatment. (L'adénocarcinome du corps 
utérin. Considérations sur le diagnostic et le traite- 
ment.) 

By L. Mayer and C 
1269-1280, June 11, 1950 


Mayer. Brux.-méd., 30, 
8 figs., 39 refs 


2671. Carcinoma of the Corpus Uteri. 
do corpo do ttero.) 
By M. A. V. Bouwptyk BASTIAANSE 


Gynec., 15, 383-388, May 1950 
Some Remarks on Cancer of the Body of the 


(Considérations sur le cancer du_ corps 


(Carcinoma 


An. brasil. 


2672 
Uterus. 
utérin,) 

By J. Bracpon, Un 


July 1950. 12 refs. 


2674. The Results of Operative Treatment of Car- 
cinoma of the Corpus Uteri. (Ueber die Erfolge der 
operativen Behandlung des Korpuskarzinoms.) 

By V. Grunpercer. Klin. Med., Wien, 5, 
1 fig., 11 refs 


méd. Can., 79, 752-755. 


255-262, June I, 1950 


2674. Indications for Surgical Treatment of Cancer 
of the Uterus. (Indicaciones de la cirugia en el trata- 
miento del cancer de la matriz.) 

By I. GONZALEZ-MARTINEZ. 
Rico, 42, 61-65, Feb. 1950. 


2675. Radium Dosage in Carcinoma of the Uterus. 
(Die Radiumdosimetrie beim Uterus-Carcinom.) 

By J. Ries. Strahlentherapie, 82, 23-94, 1950. 
17 figs., 44 refs. 


Bol. Asoc. med, P. 


Pre-operative Irradiation of Uterine Car- 
cinoma. (Zur anteoperativen Strahlenbehandlung des 
Gebarmutterkrebses. ) 

By K. BERENKEY. 
46 refs 


2670 


Zbl. Gynth., 72, 724-732, 


1950 


Fracture of the Femoral 
Radiotherapy for Uterine Cancer. (Contribution a 
l'étude des fractures du col femoral, consécutives au 
traitement roentgenthérapique des cancers utérins.) 

By J. Lavenpan. Paris méd., 40, 381-385, July 
15, 1950 


Neck Following 
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2675. The Relief of Pelvic Pain in Women Suffering 
from Inoperable Cancer of the Uterus by Injection of 
Alcohol into the Lumbar Sympathetic. (Inoperabilis 
meéhrakban asszonyok kismedencéjébdél 
kiindulé fajdalmainak csillapitasa az dagyéki hatdér- 
kotegek aethylalkoholos bénitdsa Altal.) 

By G. Csutak. Orv. Hetil., 12, 367-369, Mar. 
19, 1950. 

The author treated severe visceral and pelvic 
pain in 11 women suffering from an inoperable and 
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incurable cancer of the uterine cervix by the para- 
lumbar injection of 10 to 15 ml. of So to 60 per cent 
alcohol containing adrenaline (in order to retard 


absorption) and 1 per cent “ nupercaine”’ (to 


abolish local pain caused by the alcohol). The 
results were satisfactory N. Alders 
2679. Carcinoma of the Cervix. Statistical Evalua- 


tion of 1,978 Cases and Results of Treatment. 

By M. Moxrisand J. V. Meics. Surg Gynec 
Obstet., 90, 145-150, Feb. 1950. 10 figs., 25 refs 

Next to carcinoma of the breast, carcinoma of 
the uterus is the commonest malignant tumour in 
women, being responsible for about 20 per cent. of 
all fermale deaths from cancer. The exact incidence 
of cancer of the cervix is difficult to ascertain 
statistically because it is so often poorly differen- 
tiated from cancer of the endometrium in vital 
statistics. It is probable that about 80 per cent of 
carcinomata of the entire uterus are in the cervix 

A statistical review is made of experience in 
Massachusetts in the treatment of this disease 
during the years 1927 to 1942. During this period 
1,938 cases of carcinoma of the cervix were seen 
Cases previously treated elsewhere and cases in 
which it was impossible to be certain of the origin 
of the growth are not included, nor are cases of 
carcinoma tm situ 

Some of the variables encountered are discussed 
The age incidence ranged from 20 to 80 years and 
over, the average age was 51 years, and more than 
one-third of the cases occurred in patients between 
45 and 55 years old, and two-thirds in those 
between 40 and 65 years old. The majority of the 
patients in this series were post-menopausal, There 
suggestion that the younger women 
tended to have an earlier menopause, but there did 
not appear to be an increased incidence of late 
menopause in the older group. There is no doubt 
that women with cancer of the cervix havea higher 
parity rate than that of the general population 
Among the possible causative factors discussed are 
obstetric laceration and resultant irritation of the 
stimulation during preg 
use of contraceptive methods, early 
short between pregnancies, 
syphilis, and previous gynaecological surgery. It 
that the carcinoma of 
cervix could be reduced by between 4 and 5 per 
cent by substituting total for subtotal hysterec- 
tomy. There were 68 patients (3.5 per cent) with 
multiple primary metastasis of another 
carcinoma to the cervix is rare 

The most common symptom, vaginal bleeding, 
Pain was the next 
commonest symptom (42 per cent); 32 per cent had 
vaginal discharge; 8 patients had no symptoms 
Proliferative tumours caused more early 
symptoms than did the infiltrating, ulcerative 
lesions. Of 923 patients with symptoms of less 
than 6 months’ duration, 23.3 per cent survived 
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is suggested incidence of 


cancer,rs, 


occurred in 86 per cent of cases 
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for 5 years, while in 985 patients with symptoms 
for more than 6 months the survival rate was 17.9 
per cent 

Some 87 patients received no treatment for 
various reasons; 48 patients were lost sight of; 36 
died of intercurrent disease without carcinoma, 
and 47 patients were alive but with carcinoma at 
the end of 5 years; these are all included in the 
follow-up statistics. The 5-year results for both 
radiologically and surgically treated cases are given 
by stages. There was a marked improvement 
between the first and second 5-year groups of this 
15-year period. There were 1,710 cases of squamous 
carcinoma, 102 of adenocarcinoma, and 67 of mis 
cellaneous or undifferentiated No signifi 
cant correlation couid be found between the histo 
logical type of tumour and survival rate 

The treatment was always modified to fit the 
needs of the individual case, and ranged from 
X-irradiation, radon, and radium to the radical 
Wertheim hysterectomy with the Taussig pelvic 
lymphadenectomy. The complications are dis- 
cussed as well as the recurrence rates and long- 
term results, and it is shown that after a 5-year 
survival the death rate from cancer of the cervix 
falls off markedly. The value of irradiation has 
been proved, but the possibilities of surgery are 
being re-explored. The authors deplore the number 
of total hysterectomies carried out under the guise 
of the radical operation for cancer of the cervix. 

A real challenge lies in the 80 per cent of cases at 
present considered inoperable, and in which the 
cure rate with radiation is so low. Efforts were 
made in this series to correlate the amount of 
radiation or the method of administration with 
cure, but no statistically significant factor could 
be found. There is much work to be done in this 
field. At the present time irradiation is a relatively 
blind procedure. For this reason, and because 
there continues. to be evidence that radiation- 
resistant exist, it worth while to 
advance and improve technique of radical surgery 
as well Lilian Raftery 
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2680. Cancer of the Cervix Uteri: Sydney Hospital 
Figures for 15, 10 and 5-Year Periods from 1929 to 
1943. 


By H. K. Porter, A. R. H. Duaoan, §S. D. 
Bray, and R.S. Forp. Med. J. Aust., 2, 277-281, 
Aug. 19, 1950. 5§ figs. 1 ref 

2681. Statistical Analysis of 1,637 Cases of Cervical 


Carcinoma. 
By S. Dt Parma. Amer. J]. Surg., 79, 793-799, 
June 1950. 4 figs., 25 refs. 


2682 
Report. 
By W 
Surg. Obstet 

11 refs. 


Twins with Carcinoma of the Cervix. A Case 


Coss and W. W. Brown 
Gynec., 58, 427-428, Aug 


West. J. 
1950. 
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2683. Activity of beta-Glucuronidase in Human 
Female Genital Tissues and in Vaginal Secretions. 

By L. D. Opett, H. D. Prippie, and J. C 
Burt. Amer. J]. clin. Path., 20, 133-140, Feb. 
1950. 3 figs., 11 refs. 

8-Glucuronidase activity is expressed as y units 
of phenolphthalein liberated per g. of tissure or ml 
of vaginal secretion per hour of incubation. 

The case histories of 4 women with carcinoma of 
the cervix treated by radium or surgery are 
reported, together with the &-glucuronidase 
activity of the tissue and vaginal secretion at 
various stages. The figures appear to be higher 
before treatment. Blood and serum appear to have 
an inhibiting effect on the enzyme. Common 
pathogenic bacteria grown in ‘peptone broth or 
Beuhler’s medium without menthol glucuronide 
showed no glucuronidase activity, though they all 
did in Beuhler’s medium to which menthol glucu 
ronide had been added. Pure trichomonad cultures 
demonstrated some activity, which was 
_ enhanced by the addition of « haemolytic strepto- 

cocel 

Suspensions of ground tissue rapidly lose their 
8-glucuronidase activity at 20°C. but are more 
stable at 4°C. Undiluted vaginal secretions are 
fairly stable during refrigeration but those diluted 
with distilled water are not. The activity of the 
vaginal secretions of a healthy woman during a 
complete menstrual cycle were also studied. 

Peter Harvey 


2684. Stage-I Carcinoma of the Cervix. 
du cancer du col utérin stade I.) 

By A. TatLHerer. Mém. Acad. Chir., Paris, 76, 
725-727, June 28, 1950. 1 ref. 


also 


(A propos 


2685. Pregnancy Following Cervix Cancer. Report 
of Two Cases Treated in a Preinvasive Stage. 

By J. E. Ayre. Surg. Gynec, Obstet., 90, 298- 
304, Mar. 1950. 6 figs., 17 refs. 

Two cases are presented of pre-invasive squa- 
mous carcinoma of the cervix detected by routine 
cervical cytological studies. The diagnosis was 
confirmed by means of a ring-biopsy technique 
in the absence of any visible lesion. 

Preclinical cancer of the cervix includes: (1) 
early invasive epidermoid cancer, and (2) pre- 
invasive epidermoid cancer. If a lesion is proved to 
be entirely pre-invasive, conservative excision may 
be adequate, even to the point of rendering safe the 

‘bearing of further children. 

The methods of detection are described, as well 
as the technique of “ ring-biopsy '’ with the 
surgical cone-knife. Where the case is one of pre- 
clinical cancer but the tissue appears normal or 
benign, the problem of securing biopsy confirma- 
tion is not so simple as when the surgeon is 
confronted with a malignant ulceration. The 
chances of missing the invisible cancer lesion with 
a single radial biopsy are by no means smail. 
Adequate biopsy of the cervix consists in procur- 
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ing, for multiple or serial sections, the entire 
circumferential ring of tissue embracing the squa 
mous epithelial margins at its junction with the 
endocervical columnar epithelium. It must be 
clearly demonstrated that the lesion is pre-invasive 
and not infiltrative before radiation therapy or 
uterine extirpation is withheld. The “ ring 
biopsy "' is followed by electroconization, which 
seals off lymphatics and blood vessels against 
spread of cancer cells and removes an additional 
cone of endocervical tissue for further prophylactic 
therapy 

It is of the utmost importance to have a rigid 
method of follow-up to determine adequacy of 
therapy. Papanicolaou's method of “ surface- 
biopsy '' by scraping should be carried out 
monthly. In both of the cases described examina- 
tion took place monthly, in one of them during 
pregnancy. The 2 patients were nulliparae, both 
aged 29, married 2 years and 3 years respectively 
The first woman was seen because of menstrual 
irregularity and fatigue, the second one on account 
of menorrhagia, abdominal cramps, anorexia, 
nausea, and vomiting. Pregnancy followed twice, 
2 and 3 years respectively after the surgical ex- 
cision in the one case, and less than 1 year in the 
other, 2 normal infants being born by Caesarean 
section in the one case and 1 by normal delivery in 
the other 

Control “ surface-biopsy ’’ tests taken periodic- 
ally since childbirth show no further evidence of 
cancer cells after 3 years in one case and’ after 1 
year in the other. Lilian Raftery 


2086. Preinvasive Carcinoma of the Cervix: An 
Opportunity to Reduce Cancer Mortality. 

By R. H. Hoce. Virginia med. Mon., 77, 410- 
412, Aug. 1950. 2 figs., 17 refs. 


2687. Barly Diagnosis of Cervical Cancer, (O 
diagnéstico precoce do cancro do colo do ttero.) 


By C. S. Risetro. Acta endocr. gynaec. hisp.- 
lusit., 3, 6-22, Jan. 1950. 15 figs. 

In this [incomplete] article the early diagnosis 
of cancer of the cervix is discussed. It is considered 
important to recognize the lesions of the cervix 
which are pre-cancerous. Of 18 cases of polypus of 
the cervix pre-malignant degeneration was found 
in 10. While other pre-cancercus lesions were 
usually encountered in women between 41 and 45 
years, pre-malignant lesions of the cervix in asso- 
ciation with polypi were mainly encountered in 
women between 36 and 40 years. Of 1,500 women 
examined for backache, iliac fossa pain, or chronic 
leucorrhoea, 61 were found to have cervical epithe- 
lium of a pathological type, according to the classi- 
fication of Hinselmann. 

The changes found were classified as follows: (A) 
Pre-disposing lesions: erosion, ectropion, Ccervici- 
tis, laceration of the cervix, polyp. (B) pre- 
cancerous lesions: (1) proliferation of os with 
atypical evolution; (2) typical leucoplakia (Hinsel- 
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man! rubric I 5) atypical epithelial proli 


feration, with or without hyperkeratosis by way 
of monocellular keratinization, hyperactivity ot 


the basal layer, hyperacanthosis, and abnormal 
miitose () Cancerous lesion t) localized 
noma intraepithelial carcinoma, carcinoma m 
situ ret ive carcinoma of the cervix, with 


the basal layer but without rupture 
superficial carcinoma of Borst 
(rubric ILD) with intact basalis; (2) true carcinoma 
papillary carcinoma rubric IV ‘’); (8) inva 
carcinoma il to lV 

This classification of Hinselmann’s 1s accepted 
because it enables the pathologist to diagnose 
ervical cancer early. Other authors have proposed 
1 division on the basis of cervical curettage into 


modification of 


three grou, pre-invasive stage, latent invasion 

ind frank imvasior 
cnption 

rear it different phases of the menstrual cycle 


given of the cytology of vaginal 


and at different ages 

In the « ly diagnosis of carcinoma of the cervix, 
findings of colposcopy, biopsy, and vaginal cyto 
lowvy must all be considered together 


Josephine Barnes 


O88 An Investigation of False Positive” 
Vaginal Smears. 

By M. Grattam and J. McGraw. Surg. Gynec 
Obsiet., 90, 221-230, Feb. 1950. 6 figs., 1 ref 

The purpose of this paper is to report an investi 


gation of the false positive '’ vaginal smears 
en untered in the Vincent Memorial Hospital 
Laboratory Ma chusetts since 1943 The 
vaginal smear test was used as an adjuvant in 
diawnosis of uterime carcinoma throughout this 
period 

In most imstance positive reports were con 
firmed promptly by histopathe logical study In a 
certain number of cases biopsy, curettage, clinical 
follow-up, and, in a few cases, even hysterectomy 
have not confirmed positive findings in smears. A 
certain number of these patients may harbour a 
ery small 


had been examined, 


imi 1064 were said to how the presence of carci 
I} CM the 164, 25 hindu were not 

‘ firme incl were thhed a false positive 
Keview sowed that 1 {the 25 were due to mis 
terpr thor rem ins were still con 
read | tive from a cytological standpoint \ 
w ndertaken to study carefully 
‘ cas which th onaditions 
in perio month S such Cases 
x if al lotal h t mtomy w pert wmed-and 
t he t bmitted to special study None of the 
iten “ v gt eviden of tumour when 
op i aft perat four were eventually 
proved to ri i uamous carcinoma tm 
Sinears§ tror these patient had been reported 


positive and consistent with squamous carci 
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noma In 4 no lesion was found. Three of these 
were completely sectioned serially 

The second half of this paper is devoted to a 
review of all the 7o “ false positive “’ smears 
encountered since 1943. The slides were re 
examined; in 62 the positive report had been 
rendered on the basis of finding cells previously 
thought to be carcinomatous, but now recognized 
as histiocytes, basal cells, or endocervical cells. In 
the 8 other cases the smears were still judged 
positive. In 5 cases the smear was consistent with 
a fairly well differentiated adenocarcinoma 
Although it appears that the smear diagnosis of 
adenocarcinoma has certain limitations, the inci 
dence of errors in smears which are reported pos 
tive and consistent with squamous carcinoma ts 
extremely low 

The method should not be abandoned because 
of this small margin of error. It is of considerable 
value in diagnosis, although it does not relieve the 
physician of the need of exercising sound clinical 
judgment and using other confirmatory procedures 
A positive smear is an imperative warning that the 
physician must make every effort to locate a carci 
noma. If this fails, the patient must be carefully 
watched for subsequent signs or symptoms 


Lilian Raftery 


2089. The Routine use of Exfoliative Cytologic 
Examinations for the Detection of Asymptomatic 
Cancer of the Cervix Uteri. 

By H. E. NresurGs and S. BAMForp. Jj. med 
Ass. Georgia, 39, 287-292, July, 1950. 9 figs., 
7 refs 


090. Barly Diagnosis of Cancer of the Cervix, (O 
diagnostico precoce do cancro do colo do utero.) 

By C. S. Riprero. Acta endocrinol., Bucarest, 
3, 87-111, 1950. 6 figs., bibiliography 


soot. Carcinoma of the Cervix. A Report of 200 
Cases Treated with Radium and X-rays. 
By G. C. Wirkxins. New Engl. J. Med., 242. 


895-8906, June 8, 1950 


bos. Fever in Connexion with Short Courses of 
Radium in Otherwise Uncomplicated Carcinoma of 
the Cervix, (Ueber das Fieber un Zusammenhang 
mit Brachyradiumbebandlung bei sonst unkompli 
rierte Kollaumkarzinomiallen 

By V. Kananpaa. Acta radiol., Stockh. 33, 412 
420, May 1950. 1 fig., 20 refs 

260%. Small Cystic Degenerated Ovaries. (Klein 
ystisch gedegenereerde ovaria.) 

By B. H. WormGcoor. Ned. Tijdschr. Verlosk., 
50, 201-217, 1950, 22 refs 


2004. Perforation of Ovarian Cystic Teratoma into 
Rectosigmoid (Complicating Puerperium) . 

By D. C. Kimpatt and E. J. CrawFrorp. N 
Orleans med, Surg. ]., 102, 616-618, June 1950 
1 fig.. 18 refs 
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Subacute Intestinal 
Ovarian Cyst. (Subileus 
zystischen Ovarialtumors. } 
By ELsNer 
618-622, Aug. 1950 


Meigs’s Syndrome: Report of a Case. (Meigs 


Occlusion Simulating 


unter dem Bilde eines 


2095 


Frauenheilk., 10, 


Geburts. u 
2 figs 
svndrom 
sy K. KvVALviK. 
Aug 4, 1950 © refs 


Nord. Med., 44, 1245-1246, 


True and Simulated Meigs’s Syndrome. 
Wirkliches und vorgetauschtes Meigs-Syndrom.) 

By R. Scorrt-DouGias. Neue med. Welt., 1, 
842-846, June 17, 1950 
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2698. Theca-cell Tumors. With a Report of Twelve 
New Cases and Observations on the Possible Etiologic 
Role of Ovarian Stromal Hyperplasia. 

By W. H. STERNBERG and C. J. GasKIL 
J. Obstet. Gynec., 59, 575-587, Mar. 1950 
28 refs 

All cases in which ovarian tumours were diag 
nosed as fibromata, leiomyomata, sarcomata and 
theca-cell tumours between Jan. 1, 1937, and Aug 
31, 1948, at the Charity Hospital, New Orleans, 
and the Touro Infirmary were collected and 
reviewed; among them were 13 cases of theca-cell 
tumour, one of which has already been reported 

The clinical and pathological findings in these 13 
cases are summarized in a table. For the most part 


Amer 
8 figs., 


they conform to those in cases previously pub 


lished, the presence of stromal hyperplasia in the 
non-neoplastic ovarian tissue being the chief excep 
tion. Four of the 6 premenopausal patients had 
symptoms of endocrine dysfunction; in one the 
symptomatology simulated pregnancy In one 
patient the tumour developed before or during 
pregnancy and died, an hour after delivery, 
from haemorrhage due to rupture of the tumour 
pedicle. In one of the 3 cases coming to necropsy 
the patient died of aleukaemic lymphatic leukae 
mia 2 years after surgical excision of the theca-cell 
tumour. The following associated uterine condi 
found; myometrial leiomyomata in 6 
myohypertrophy in 2; adenomyosis in 3; 
endometrial hyperplasia in 7 and endometrial 
polyps in 3 others; adenocarcinoma in 1 patient 
aged 62; premalignant glandular changes in several 
polyps in a patient aged 61 with cystic hyper 
plasia of the endometrium and endometriosis 
involving the tubes and broad ligament, even 
though she was 11 years past the menopause (this 
patient had marked elevated pituitary gonado 
trophin in spite of the evidence of excessive oestro 
gen activity); and endocervical carcinoma in 1 
patient aged 52. The percentage of patients with 
proliferative hyperplasia of the endometrium was 
high compared with that in other series of theco- 
mata 

The ovarian stroma cells surrounding the neo- 
plasms showed hyperplasia in all patients over 30 
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in whom tissue was available for study (8 cases). 
The opposite ovary was available for study in 10 
cases. Two patients (aged 18 and 27 years) were 
in the age group in which stromal hyperplasia is 
uncommon. A significant degree of stromal hyper 
plasia was present in the remaining 8; in 1 the 
process was slight, in 4 moderate, and in 3 marked 
Two of the last 3 also showed thecomatosis and 
focal areas of luteinization of the stroma, and one, 
aged 52 years and 6 years past the menopause, had 
a small theca lutein cyst in addition to focal areas 
of lutein-like cells in the stroma. A patient of 39 
had two small theca lutein cysts and foci of lutein 
cells in the stroma surrounding the tumour. In 2 
patients, aged 49 and 63, there were fibromata of 
the opposite ovary in addition to stromal hyper- 
plasia. The ovarian stromal activity outside the 
tumours and the apparent histological transitions 
from stromal hyperplasia to diffuse thecomatosis 
and then to theca-cell tumour suggest that the 
tumour is the outcome of diffuse ovarian stimula 
tion. Further, the age incidence is similar for 
stromal hyperplasia, theca-cell tumours, and 
ovarian fibromata William Love 


2699. Case of Thecoma of Ovary with Ossification. 
(Thecoma ovarii med spongigst knoglevav.) 

By F. R. Maruresen. Nord. Med., 44, 
1248, Aug. 4, 1950. 2 figs., 12 refs 


Ovarian and Sacral Teratoblastomata, 
(Teratoblastoma ovarii und Teratoma sacrale.) 

By F. Gazarek. Gynaecologia, Basel, 130, 137 
145, Aug. 1950. 7 refs 


2701. Endometriosis. 

By B. P. Cotcock and T. A. LAMpHIER. Ann. 
Surg., 131,.507-518, Apr. 1950. 1 fig., 25 refs. 

The authors reviewed the records of 370 cases, 
seen during the last 10 years, in which a diagnosis 
of endometriosis was made. Out of this number 
213 were operated upon, and showed the following 
distribution of lesions: cul-de-sac and utero-sacral 
ligaments 137; left ovary 89; right ovary 56; 
sigmoid and recto-sigmoid 39; broad ligament 9; 
ileum and right colon 9; Fallopian tubes 7; laparo 
tomy scars 2; bladder 1 

Symptoms are reviewed at some length. Of the 
total number of patients 157 were judged to have 
symptoms so mild that medical treatment was 
sufficient without surgery. Operation was resorted 
to in 213 (57.6 per cent). Of the 213, 33 were un- 
married and 48.6 per cent of the remainder were 
childless; an additional 24.8 per cent had but one 
child. The outstanding symptom was lower 
abdominal pain—generalized or localized-—initia 
ted or aggravated by the onset of menstruation. 
The vast majority of patients were classified as 
having acquired dysmenorrhoea, but in a small 
number there was aggravation of primary dys 
menorrhoea. Menorrhagia was only found in 53 
(23.5 per cent), of whom 22 had associated fibroids 
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ind one had a carcinoma of the body of the uterus. 
Dyspareunia, although often described as a 
classical symptom, was only found in 10 cases. A 
greater incidence of loss of weight was found in the 
cases operated upon than in those treated con 
servatively 

By far the most prominent physical sign was the 
presence of tender nodules and thickening along 
the utero-sacral ligaments, sometimes associated 
with fixed retroversion. Ovarian enlargement was 
the next most common finding. Associated fibroids 
were found in tor patients 

The authors believe that conservative treatment 
without surgery is possible in a large number of 
cases with mild symptoms, contra-indications to 
this form of therapy being uncertainty of diagnosis 
and evidence of intestinal obstruction 

The majority of patients (137) operated upon 
had radical treatment—the removal of all ovarian 


tissue along with the uterus In the remaining 
patie nts, one ovary or part ot one ovary was pre 
served, various other conservative measures being 


carried out, depending on symptoms and physical 
findings. During more recent years, the tendency 


was to use the conservative type of operation more 
freely In the two groups of surgically treated 
cases, results were almost identical: excellent 


results 88 per cent; fair results 6 to 7 per cent: poor 
; to 4 percent. Two deaths occurred in the group 
receiving radical treatment X-ray therapy was 
used for a few patients who represented poor 
operative risks or who refused operation, although 
the authors do not favour this form of treatment 
C.J. Dewhurst 


»s Contribution to the Clinical Study of Endo- 

metriosis. Beitrag cur Kasuistik der Endometriose.) 

By G. Harrer. Wien, med. Wschr., 100. 400 
4o1, June 21, 1950. 1 fig., 17 refs 


1704. The Clinical Aspects of Endometriosis. 

By |. Fatton, J. T. Brosnan, J]. MEvVeRs, and 
J. J. Manninc. Ann. West. Med. Surg., 4, 421 
325, July 1950. 4 figs., 7 refs 


oy Endometriosis. Vaginal Smear Findings as 
an Aid on Diagnosis and in the Evaluation of Treat- 
ment. 
By G. T. Newman. /. med. Soc New Jersey, 
47. 279-2451, June 1950. 7 refs 


705. Endometriosis: the 
Diagnosis and Treatment 

By E. H. Greene. J. med. Ass. Georgia, 39, 
8;-286, July 11 refs 


Urgency for Eariy 


2706. Experimental Studies on Proteolytic En- 
zymes in the Endometrium of Pregnancy, to Explain 
Certain Clinical Phenomena in Endometriosis. 

By H. G. Hamivron, R. S. R. C 
Mitts, and F. ¢ He_wic. Amer J]. Obstet 
Gynec., 6. 251-256, Aug. 1950. 4 figs., 6 refs 


2707. A Case of Endometriosis of Uterus and 
Bladder. (Um caso de endometriose do Utero e da 
bexiga.) 

By J. C. Gomes pa Su-vesa. Rev. Med. Rw 
Grande do Sul, 6, 26-210, Mar-Apr. 1950 
2 figs., 3 refs 


zjo8. Glandular Hyperplasia of the Endometrium. 
Algunas consideraciones sobre la hiperplasia glandu- 

r del endometrio. } 

By J. Atguer. Bol, Soc. chil. Obstet. Ginec 
14. 245-257. Nov. 1949. 5 figs., 24 refs 

During the 5-year period 1943 to 1947 the author 
observed 103 cases of endometrial hyperplasia 
These cases were found in 319 cases of ‘* functional 
iterine haemorrhage ‘', and 3,955 cases admitted 
to the Gynaecological Clinic of the University of 
Chile during the 5 years 

Nearly 40 per cent of the cases occurred in the 
ge-group 41 to 50, while the groups 21 to 30 and 
31 to 40 Contained zo per cent and 30 per cent of 
the cases respectively This coincides with the 
experience of the majority of authors on this sub- 
ect. Five cases occurred in women after the 
init pa Use 

Four types of haemorrhage are recognized: (1) 

Post-abortum "’, when haemorrhage occurs 
after 6 to 8 weeks of amenorrhoea. This group 
comprised 23 per cent of the cases. (2) ‘’ Post- 
menstrual '’, when bleeding began during a men- 
strual period and was prolonged beyond the usual 
time. The group comprised 21 per cent of the 
ases. (3) Metrorrhagia when heavy bleeding 
lasting 3 to 4 weeks occurred with regular intervals 
of 3 to 4 weeks. This group made up 33 per cent 
of the cases. (4) ‘‘ Pseudo-menorrhagia‘’, when 
bleeding, simulating abundant normal periods, 
occurred at roughly regular 4-weekly intervals 
This type made up 22 per cent of the cases 

Four main histological varieties were encoun- 
tered-—cystic glandular hyperplasia of the endo- 
metrium (73 per cent), moderate endometrial 
hyperplasia (17 per cent), adenomatous hyper- 
plasia (one case), and polypoidal hyperplasia (9 
per cent). Co-existing fibroids were found in 15.5 
per cent of cases and cystic ovaries in 13.6 per cent. 
Primary sterility was found in 16 out of 57 patients 
under 40 and secondary sterility in 34 cases. 

Surgical reduction in size of the cystic ovaries 
was considered an important method of treatment. 
kither one ovary was excised or partial resection 
of both ovaries was carried out (in 6 cases). Curet- 
tage was successful as the sole mode of treatment 
n nearly 40 per cent of cases, and is considered the 
best method of treatment, especially for patients 
ver 35. Irradiation is a valuable method of treat- 
ment in suitable cases. Intra-uterine use of radium 
s preferred in the majority, and gave a cure rate 
f 84.2 per cent. It is not possible to evaluate the 
effect of stimulation of the ovaries with X-rays, as 
only a small number of cases have been treated 
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REVIEW OF CURRENT LITERATURE 


| This is a carefully written paper which confirms 
most of the observations made on this type of case 
by many authors It seems unusual to find an 
article of this kind, dealing with a functional 
condition, in which there is no mention of hormone 
therapy. } Josephine Barnes 


2709. Carcinoma of the Endometrium. 
By R. A. Kimproucu and C. W. Muckie. Sth. 
med. ].. 43, 609-614, July 1950. 21 refs. 


2710. Ruptured Endometrioma with Fatal Perito- 
nitis. 


By D. L. O’LovucHutn and J. H. SHEEHAN 
Amer. J]. Obstet. Gynec., 60, 452, Aug. 1950 
refs 


2711. Carcinoma of the Fallopian Tube. A Case 
with Uterine Metastases. (Carcinoma de la trompa de 


falopio. Consideraciones acerca de un caso con 
metastasis uterina.) 
By L. A. ARRIGH! and D. CALanpRA. Sem. 


Méd., B. Aires, $7. 195-199, July 27, 1950. 1 fig., 
18 refs. 

2712. Two Cases of So-called Embryoma of the 
Fallopian Tube. (Zwei Fille von sogenanntem 
Embryom des Eileiters.) 

By O. Penni. Klin. Med., Wien, 5, 352-360, 
Aug. 1, 1950. 1 fig., 13 refs. 

2713. Chorionepithelioma of the Fallopian Tube: 
Report of a Case with Autopsy. 


By O. G. Austin. Ohio St. med. ]., 46, 787- 
788, Aug. 1950. 1 fig., 3 refs 
OPERATIONS. 


2714. Gynecologic Conditions Requiring Emergency 
Surgical Treatment. 

By J. H. Pratt 
1950. 4 refs. 


J. Lancet, 70, 203-205, June 


2715. Gynaecological Surgery in Hypertension. 
(Quelques considérations sur la chirurgie gynécolo- 
gique chez les hypertendues.) 

By R. Ketter and P. CARLIER 
Obstét., 49, 61-71, 1950. 16 refs. 

For many years hypobaric spinal analgesia has 
been used with great success at the Strasbourg 
Obstetrical and Gynaecological Clinic. However, 
the fall in blood pressure in some patients, 
especially in those with hypertension, has caused 
alarm, and the present paper is concerned with the 
cause and treatment of this complication. The 
main factor responsible for the fall in blood pres- 
sure is a failure of compensatory vasoconstriction 
in the non-anaesthetized areas. In hypertensive 
subjects there is an instability of the sympathetic 
nervous system which accentuates the lack of 
vasoconstriction; insufficiency of the carotid sinus 
refiex and of secretion of adrenaline results in a 
slowing of the pulse when these patients bleed, 
with consequent anoxia of the tissues or, in severe 
cases, peripheral circulatory collapse. These 
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effects may be countered by the pre-operative 
administration of ephedrine; when the effect of 
this is wearing off (a period of especial danger of 
circulatory collapse) the administration of “* orte- 
drine '’' (phenylaminopropane) will maintain the 
level of the blood pressure. The use of these drags 
is, however, dangerous, as a sudden rise in blood 
pressure may overtax the already failing heart in 
the hypertensive subject Oxygen inhalation, 
preferably from a closed-circuit machine, also 
helps to maintain the blood pressure, prevents 
anoxaemia, and also prevents nausea during the’ 
spinal anaesthesia 

Of 335 operations performed in 1945, 19 were on 
hypertensive subjects, hysterectomy being per- 
formed in the majority of cases. Hypobaric 
procaine analgesia was used in all. One patient, 
aged 72, never recovered from the anaesthetic and 
6 patients suffered a fall in blood pressure of 
between 20 to 90 mm. Hg. The post-operative 
period was satisfactory in 14, but 2 patients died 
of cardiac failure 

| This is a good review of the physiology of spinal 
analgesia and the treatment advocated appears 
logical. The results quoted at the end of the paper 
are, however, very disturbing and the use of hypo- 
baric solutions does not seem to be an ideal method 
of anaesthesia in hypertensive subjects. ] 

C. A. Bevis 


2716. The Prophylactic Use of Penicillin Vaginal 
Suppositories in Gynecologic Surgery. 

By P. F. Sth. med. ]., 43, 715-720, 
Aug. 1950. 9 refs 

2717. Prophylactic Use of Penicillin in Operative 
Gynaecology. (Uso profilactico de la penicilina en 
ginecologia operatoria. ) 


By J. A. A. E. and H, L 
Gutxi. Obstet. Ginec, lat.-amer., 8, 15-27, Jan.- 


Feb. 1950. 4 figs., 50 refs. 


2718. Ligation of the Vena Cava and Ovarian 
Vessels. A Follow-up Study of 59 Cases. 

By G. Corus, E. W. Nerson, C. T. Ray, 
B. B. Wernsrern, and J. H. Amer. J. 
Obstet. Gynec., 58, 1155-1168, Dec. 1949. 8 figs., 
7 refs 

Ligation of the Mmferior vena cava and ovarian 
vessels in 59 cases is reported from Louisiana State 
University and the Tulane University School of 
Medicine, operation having been performed be- 
tween 1942 and 1949. Ligation was only under- 
taken if there was no response to medical therapy, 
except in the case of pulmonary infarction where 
ligation was immediately carried out. When 
sulphonamides, penicillin, and streptomycin be- 
came available they were given in accepted dosage. 
In a few cases anticoagulants were given as well. 

In the opinion of the authors ligation of the vena 
cava and ovarian veins is indicated in: (1) Cases 
of suppurative pelvic thrombophlebitis which fails 
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to improve after 4 or 5 days of medical treatment 
(2) Cases of suppurative pelvic thrombophlebitis 


receiving non-surgical treatment in which pul 
monary infarction ds velops, irrespective of the 
length of medical treatment. (3) Cases of suppura 
tive pelvic thrombophlebitis with evidence of 
pulmonary infarction on admission. Operation is 
performed on these patients immediately. (4) 
(ase of large pelvic tumours omplicated by 
phlebothrombosis, thrombophlebitis or both, 


involving the iliac vessels 

Of the 59 patients, 7 died The diagnosis of 
suppurative pelvic thrombophlebitis was substan 
tiated at operation or necropsy on all the patients 

In nearly all the cases unilateral or bilateral 
lumbar sympathectomy was periormed at the time 
of ligation with the idea of relieving arterial spasm 
Follow-up of the patients who survived has not 
revealed any serious residual disabilities Mild 
oedema of the ankles usually ce veloped ifter liga 
tion of the inferior vena cava but in most cases 
Cleared up in a few months. Venous pressures in 
the lower limbs tended to return to normal with 
the passage of time. Exact observation on fertility 
was difficult but an impression was gained that 


ovulatory function was not impaired Five 
patients became pregnant and of 15 endometrial 
biopsies 10 showed secretory activity. A bigh rate 
of sterility in these cases would be expected as a 
direct result of the pelvic sepsis. No change in 
libido was noted and in the majority the menstrual 
pattern was unaltered Where the cycle was 
affected the infection could be held re sponsible 

Im the ubsequent discussion Reis of Chicago 
y struck a note of caution and stated that he had 
obtained a mortality lower than 12 per cent with 
out ligatio He wondered why anticoagulants 
were used in only a few case 


( G. Natrn 


» Congenital Absence of the Vagina Treated 


Surgically in Bight Cases. A proy de huit cas 
we congénitale du igin traités chirurgicale 
ment 

J. SNOECK and M. Rocmans Brux.-méd 
30. 683.706, Mar. 26, 105 1 fis 45 refs 

Ihe authers do not consider this condition as 
very rar whether the alse é f the vagina be 
complete r incomplete These patients should 
ha t venefit of surgery after nplete examina 
tion, local (gynaecological, rectal, urethral) and 
ve ral hahitu m tate hort ivs 
T} t on the need f ystoscopy and pvek 
gray t malfor tior of the 
urit y tract 

Condit for operat nclude the expressed 
wish of the patient, | f normal feminin 
hab'tus a psycl id ab of local or neral 
contra-indications, with particular reference to the 
absence { serous malformations of the urinary 


tract O)peratiron should be performed when 
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cohabitation is considered probable in the near 
future; the authors are of the opinion that the 
fiancé should be informed A summary of surgical 
techniques is given 

The authors give compiete histories of their 8 


cases. They again emphasize the frequency of 
malformations of the urinary tract in association 
with vaginal aplasia From the technical view 


point, they believe that the use of intestinal 
transplants is too dangerous. Skin grafts have the 
disadvantage of showing a tendency to plication 
ind retraction, of giving rise to hair growth in the 
new vagina, and of entailing slow cicatrization 
rheir preference goes to ovular membranes as graft 
material, which they fix by tamponade, though 
some authors use a rubber sponge In one case 
they used no graft material at all. They conclude 
that the important thing is to create a vaginal 
space sufficiently large, and to ensure that the 
calibre of this space remains constant until com 
plete epithelization. Both functional and physio- 
logical results are excellent H. Godar 


2720. Conservative Vaginal Operations. (Opera 
Oes vaginalis conservadoras. ) 

By E. Weser. An. brasil. Ginec., 15, 303-312, 
Apr. 1950 


2721. Artificial Vagina and Utero-Vaginal Anasto- 
mosis. (Konstruktion af arteficiel vagina og utero 
vaginal anastomose.) 

By A. Bertersen. Nord. Med., 44, 1353-1355, 
Aug. 1950. § figs., 8 refs 


2722. Surgical Treatment of Fibroma and Prolapse. 
(bibrome et prolapsus Traitement chirurgical.) 

ty E. Larticaup. Sem. Hép. Paris, 26, 2169 
2172, June 18, 1950. 15 refs 


2). Failures after Operations for Procidentia 
Uteri. 

By N. M. Gutot Canad, med. Ass. J., 63, 
147-150, Aug. 1950. 3 figs., 7 refs 


24. The Management of Vesicovaginal Fistula. 
By E. E. Ewer Surg. Clin. N. Amer., 30. 


927-932, June 1950. 4 figs 


Vesico-vaginal Fistula operated upon after 
Labour. Fistula vésico-vaginal operada apdés o 
part } 

By A. L. Camarcos. Rev. Ginec. Obstet., 44, 
455-462, July 1950. 1 fig 


2726. Puncture of Abdominal Cavity through the 
Posterior Fornix. Naklucie jamy brzusznej przez 

ne sklepremie pochwy w ciazy pozamaciczne].) 

By ]. Lesmnsxi. Polsk. Tyg. lek., 5. 573-578. 
Apr. 11, 1950. 1 fig., 3§ refs 


An Evaluation of the Pelvic Exenteration 
Operation. 
sy L. Parsons and J. W. Bett. Cancer, 3, 
205-213, Mar. 1950. 5§ refs 
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REVIEW OF CURRENT LITERATURE 


After reviewing the present position with regard 
to the results of treatment for carcinoma of the 
cervix uteri and making out a case for the more 
radical exenteration operation, the authors review 
2g cases from the Palmer Memorial Hospital, the 
Massachusetts General Hospital, and the Pondville 
State Cancer Hospital of the Massachusetts 
Department of Public Health in which such an 
operation was performed. Of the 29 cases, 24 were 
of carcinoma of the cervix, 2 carcinoma of the 
rectum, 1 leiomyosarcoma of the cervix, 1 adenoa 
canthoma, and 1 carcinoma of the ovary. These 
cases were carefully selected and in the majority 
all known forms of therapy had been exhausted 
It is considered that the pelvic exenteration 
operation should be considered (1) when the 
disease is so far advanced when first seen that the 
radiotherapist can offer only limited palliation; (2) 
in cases of radiation-resistant tumour, if and when 
it can be identified as such; (3) as an alternative 
to repeated irradiation in certain cases of extensive 
recurrent disease 

In only 32 per cent of the 29 cases were regional 
lymph nodes demonstrably involved. The complete 
operation, that is bilateral pelvic lymphadenec- 
tomy, abdomino-perineal resection of bladder, 
uterus, rectum, vagina and external genitalia, 
together with colostomy, and transplantation of 
the ureters either into the colostomy or the skin, 
was performed in 24 cases. The rectum was pre- 
served in 3 cases and the bladder in 2, In 4 cases 
the operation was performed despite the presence 
of lymph-node metastases along the aorta, but no 
palliation followed and all of these patients died 
with recurrent disease. The authors consider that 
it would have better to have discontinued 
operation upon obtaining microscopical evidence 
of disease thus far advanced; they believe it is not 
enough for the patient to survive the operation, 
because except for the relief of pain as complete 
as from cordotomy there is little to be gained from 
operating for palliation. In the 5 cases of tumours 
other than carcinoma of the cervix there was a 
high percentage of recurrence 

The operative and immediate post-operative 
mortality was 30 per cent (g patients) Of the 
remainder 14 were still alive 3 to 16 months after 
and 7 of these had returned to their 
former occupation. Four others developed recur 
rence of the disease after leaving hospital and 2 
patients were still in hospital at the time of 
reporting. The authors do not consider a recur 
rence rate of 22 per cent too discouraging when it 
is remembered that only patients in whom all 
other types of therapy had been exhausted were 
chosen for this procedure. Their conclusions, 
reproduced in full, are as. follows: ‘‘ This radical 
approach to the problem of pe’vic cancer must be 
regarded as highly experimental, It should not be 
undertaken without a highly trained technical 
operating team and supporting staff. It certainly 
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is not an operation that the surgeon who sees an 
occasional case of cancer of the cervix should, or 
would want to, perform. Given the pnoper 
facilities, equipment, and personnel, the procedure 
may be satisfactorily performed at the expense of 
considerable outlay of time, energy, and capital 
On the basis of the 2g operations performed in the 
past 17 months, experience supports Bruschwig’s 
contention that the patient can survive the sur- 
gery, can resume normal life, and appears to be 
happy in doing so. The time element has been too 
short to evaluate the salvage.”’ 
G. Gordon Lennon 


2728. Hysterectomy: An Analysis of 225 Cases. 
By ]. F. Mowan. Ohio St. med. J., 46, 561- 
563, June 1950 


2729. Indications for Hysterectomy snd Hysteror- 
raphy in Cases of Rupture of the Uterus. (Indicagdes 
das histerectomias e histerorrafias nos casos de rotura 
do utero.) 

By M 
Gynee 


An. brasil. 


6 refs. 


FERNANDES and M. Nero. 
15. 405-412, May 1950. 


2730. Hysterectomy. Indications, Technique and 

Results. 
By J. C 

Parker. 


1950 


Buren, H. T. Lavery, and R, W. 
med, Ass, Alabama, 20, 33-38, Aug 
8 figs., 9 refs 


2731. A Study of Hysterectomies Done at the South 
Mississippi Charity Hospital Over a Two-Year Period. 
By J. P. Mississippi Dr, 28, 21-24, 


June 1950. 


2732. Avoidance of Ureteral Injury by Routine 
Palpation During Total Hysterectomy. 

By J. C. Burcu and H, T, Lavery. Amer, J. 
Surg., 79, 819, June 1950 


2743. Vaginal Hysterectomy. 
By N. Rutwerrorp, Surg. Gynec. Obstet., 
91, 57-64. July 1950. 20 figs., 7 refs 


2744. New Vaginal-Abdominal Hysterectomy with 
Special Knife. 

By M. JoserH. West J, Surg. Obstet. Gynec., 
58. 227-228, May 1950. 1 fig., 4 refs 


2745. Complete Abdominal Hysterectomy, A 
Simplified Technique and End Results in 500 Cases. 
By A. H. AtpripGe and R. S. MEREp:TH 
Amer. J. Obstet. Gynec., 59, 748-759, Apr. 1950 
, 7 refs 
authors 
abdominal 


have devised a method of 
hysterectomy which combines the 
idvantages of th total with those of the subtotal 
operation. The initial steps are the same as for 
the standard subtotal hysterectomy, The uterine 
vessels are secured about 1.5 cm. above the fornices 
of the vagina. A cuff of pelvic fascia surrounding 


the cervix is fashioned, the dissection beginning 
posteriorly with a transverse incision through peri- 
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toneam asd underlying fascia between the two 
at which the uterine vessels were ligated 
and ju the proximal ends of the utero 
sacral ligaments; the latter are thus not divided 
(If there is adherent bowel it is displaced with the 
il cuff, thereby avoiding bleeding and bowel 
Next, the fascial layer is separated from 
surface of the cervix through an 
incision about 2 cm. above the margin of the dis- 
placed bladder. The transverse cervix al lizaments 
are clamped between the ligated uterine vessels 
and the lateral surface of the cervix, that is, within 
the fascial cuff. Further dissection within this cuff 
releases the cervix from the vaginal vault. The 
uterine ends of the transverse cervical ligaments 
sre sutured to the fornices of the vagina, which is 
then closed. The operation is concluded by closure 
of the fascial cuff over the vaginal vault, peri- 
tonization of the raw surfaces, and support of 
retained ovaries near the lateral pelvic walls so as 
to protect their blood supply and to prevent their 
prolapse into the pouch of Douglas 

By this method 500 hysterectomies per 
formed, mostly for benign pathological conditions 
Naked-eye and microscopical examination of the 
cervices removed chronic inflammatory 
lesions, unhealed birth-injuries, or malignancy in 
The operative mortality was 0.4 per 


porats 


above 


fas 
injury 
the anterior 


were 


revealed 


55.5 per cent 


cent (2 deaths, due to pulmonary embolism and 
cerebral arteriosclerosis respectively). In 5.7 pet 
cent there were local, urinary, circulatory, or 


respiratory post-operative complications 

This method is technically simple, affords maxi 
the bladder 
and rectum, can be carried out with a 
minimum of trauma to structures about the 
vaginal vault and to their blocd supply, and leaves 
mal depth and the vaginal vault 
N. Alders 
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> Ovarian Transplantation by Cotte’s Method. 


Ovarietransplantation a.m. Cotte.) 


By E. Gatarius-Jensen. Nord. Med., 43, 458 
4602, Mar. 17, 1950 

Ovarian transplantation still has its advocates 
ind may consist in transplanting ovarian tissue 
from the same individual, from another individual, 
Nowadays the practice 


re ts 


or even from an animal 
is restricted to the use of the first type of graft 
In Denmark the French methods are usually 
employed and the author here reports the results 
in §4 cases in whi h Cotte’s technique was em 
ployed. In 23 cases proof of the effectiveness cf 
the transplant was obtained, 14 patients menstrua 
ting for more than 2 years. The 30 to 344 age group 
vielded most cases of pe rsaastence of function, while 
the longest duration of restored menstruation was 
found in the 20 to 29 age group. In 19 cases the 
treatment failed altogether to produce any res 
Three patients subsequently developed 


Tse 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


cystic degeneration of the graft and this complica- 
tion necessitated operation in 2 Cases. 

An analysis is given of the influence of the 
operation on the weight of the patient, on the sex 
life of the individual, on the characteristics of 
bleeding at the periods, and on the incidence of 
menopausal symptoms Kenneth Bowes 


2737. Optimal Rate Flows of Carbon Dioxide in 
Clinical Kymographic Uterotubal Insufflation. 

By I. C. Rus. Surg. Gynec. Obstet., 90. 
275-281, Mar. 1950. 7 figs., 7 refs 

The question of the rate flow of carbon dioxide 
best suited for utero-tubal insufflation was settled 
practically during the first decade of the use of 
this diagnostic method for determining tubal 
patency in cases of sterility. Too fast a delivery 
may rupture the tubes, or cause shock, embolism, 
Or spasm 

The use of the kymograph enabled this question 
to be studied on a more precise physical basis and 
it became evident that the most desirable flow rate 
was 60 ml. per minute, the duration of insufflation 
being from 1 to 2 minutes. A pressure of 100 mm 
Hg is reached in one-half minute and 200 mm. Hg 
in 1 minute. Within one more minute the presence 
of patency or non-patency, spasm, or partial stric 
ture is evident. Should the graph suggest spasm 
or incomplete obstruction a rate of flow of 30 ml 
per minute may be used for another minute or two 
This does not tax the patient’s tolerance. Most 
patients object to a test of longer than 5 minutes, 
particularly where obstruction 1s present 

Comparison is shown of the tubographs obtained 
by utero-tubal insufflation in the same patient 
with different rates of flow in a case of tubal 
patency. Further graphs are shown in which the 
same apparatus was used but the siphonmeter was 
eliminated. The questions of leakage and con 
stancy of rates of flow are discussed Another 
factor discussed is the amount of carbon dioxide 
necessary to produce a subphrenic pneumo 
peritoneum in different individuals. Depending on 
the weight and girth of the patient and her indi 
vidual sensitivity, the average patient requires a 
minimum of 30 to 60 ml. of the gas to produce 
clinical symptoms of a subphrenic pneumoperi 
toneum, and fluoroscopic or actual evidence of 
this on the film 

From comparative studies the author concludes 
that the most practical rate flow of carbon dioxide 
in utero-tubal insufflation is 60 ml, per minute 
For corroborative purposes and in instances where 
the first test has indicated utero-tubal spasm or 
obstruction, the rate flow of 30 ml. per minute is 
useful. Slower flow rates cause unnecessarily pro 
longed discomfort to the patient. Although the 
delivery of the carbon dioxide may be provided by 
of the rotameter type, these do not 
permit quantitative determinations, which can be 
obtained with an instrument such as a siphon- 
meter Lilian Raftery 
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REVLEW OF CURRENT LITERATURE 


2745. The Pressure-Trol. A New Safety Device for 
Use in Uterotubal Insufflation. 


By A. I. Weisman and J. L. Marco. West. J 
Surg. Obstet’ Gyneéc., 58, 428-429, Aug. 1950 
2 figs 

2739. The Female Bladder and Urethra Before and 


After Correction for Stress Incontinence. 

By A. A. MarcHetri1. Amer. J]. Obstet. Gynec., 
58. 1145-1154, Dec. 1949. 6 figs., 4 refs. 

The author reports from the Georgetown Univer 
sity Hospital 12 cases of stress incontinence 
submitted to careful pre-operative and post-opera 
tive investigation. Four of them had had previous 
vaginal repairs. All were operated upon by the 
technique reported by the author and co-workers 
elsewhere (Marshall et al., Surg. Gynec. Obstet., 
1949, 88. 509). Cystometry and cystography (on 
8 patients and 5 controls) were performed before 
and after operation. Cystometric examination 
showed normal detrusor action in all cases. This 
test is only of value in the differential diagnosis of 
neurogenic bladder or conditions producing 
increased intravesical pressure 

Cystography yielded more definite information, 
200 to 250 ml. of 5 per cent sodium iodide being 
instilled into the bladder. Films were taken before 
and after operation with the patients in the 
recumbent and erect positions and also while 
voiding urine in the standing position. In patients 
with stress incontinence in a recumbent position, 
the bladder is well below the superior border of the 
symphysis. In the erect position the bladder 
descends a little lower and the neck becomes 
funnel-shaped. Radiographs are shown illustrating 
these points and also the elevation of the bladder 
after operation 

‘The author makes no mention of the oblique 
or half-lateral radiograph in the erect position, 
though one example is shown. This view is pre 
ferable as a co-existent cystocele may obscure 
descent of the bladder neck in the antero-posterior 


view. ] C. G. Nairn 

2740. Anaesthesia in Gynaecological Surgery. 
Consideragdes sobre anestesia em cirurgia gine 
coiogica. ) 

By M. Carpia and P. Rueta Torres. Acta 
endocr, gyn@ac. hisp.-lusit., 3, 135-153, Mar. 1950. 
2 figs., 20 refs. 

2741. Enterocele. 

By H. K. Porter. Med. j. Aust., 2, 602-604, 
Oct. 22, 1949. 5 refs 


1049 


The author has reviewed briefly the anatomy, 
symptoms, and signs of enterocele, The importance 
of recognizing enterocele at the time of operation 
for uterine or vaginal prolapse is stressed and 
attention is drawn to the fact that this condition 
is even now often overlooked 

Treatment of the condition is as for any other 
type of hernia, namely: (1) isolation of the sac; 
(2) disposal of the sac; and (3) repair of the defect 
at the point of egress of the hernia from the abdo- 
men. Three methods of treatment commonly 
employed are briefly described: (1) the abdominal 
operation of Marion and Moschcowitz; (2) the 
vaginal operation of Ward; and (3) combined 
operation via both abdominal and vaginal routes 
The author describes his own method of vaginal 
repair in which he prefers to deal with the entero- 
before inserting the Fothergill sutures. After 
tying the latter, access to the enterocele is more 
difficult as the cervix ascends and the vaginal 
vault is narrowed. Brief details are given of 9 
patients treated in a period of 17 months, all by 
the vaginal route C. G. Nairn 


2742. Hernia of Douglas’ Pouch and High Recto- 


cele. 


cele 


By J. E. Harrison and J. E, McDonacu. 
Amer, Obstet. Gynec., 83-92, July 1950 
7 figs., 6 refs. 

UROLOGY. 


2743. Urological Aspects of Gynecology. 

By R. W. Te Linpe. Amer. J. Obstet. Gynec., 
60, 273-284, Aug. 1950. 7 figs., 17 refs. 

2744. Diagnosis and Treatment of Minor Lesions of 
the Urethra and Bladder in Women. , 


By E. Burns, Nebraska St. med. J., 35, 246 
252, Aug. 1950. 9 refs 

2745. Diverticulum of the Female Urethra with 
Caiculosis. (Diverticule de l’urethre avec calcul chez 
la femme.) 

By P. J. Fisner, and A. Petricrew. 
Un. méd, Can., 79, 647-651, June 1950. 3 figs., 
20 refs. 


2746. Prolapse of the Female Urethra with Strangu- 
lation and Thrombosis of the Urethral Veins. 

By L. Brapy. Urol. cutan. Rev., 54, 337-340, 
June 1950. 2 figs., 4 refs 


2747. Nonspecific Urethritis in Women, 
By J. H. Kartan, T. L. Poor, and D. O. 
PERRIS 


J]. Lancet, 70, 218-219, June 1950 
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Dietotherapy ‘THE physiological basis of the 
longings of is of 
course, plain hunger induced by the additional en 


demands of foetal growth and the extra require- 
ments for maintenance of maternal well-being. 


Mot What expectant mothers “‘ long for ”’ is 
yon nee extra food in quickly accessible and 
palatable form. While treatment there- 
fore suggests itself, present-day shortages and 
rationing make the purchase of supplementary 
foods a difficult problem, especially during preg- 
pancy, when shopping activities are necessarily 
restricted. 


In the Serviee ‘or satisfying the keen-edged ap- 
of Obstetrics tite of pregnancy, the prescription 
is—a quickly prepared, tasty meal 
consisting of first-class protein, carbohydrate and 
fat—as comprised in ‘ Ovaltine’. This delicious 
food supplement provides malt, milk, cocoa, soya, 
eggs and additional! vitamins; it is readily available 
and is easily made up; meticulous laboratory con- 
trol during different stages of manufacture ensures 
its entire purity and highest possible standard of 
For pre-natal alimentation both for maternal 
strength and foetal development, ‘ Ovaltine’ is 
the preferred food beverage. 


Vitamin Standardization per oz.—- 
Vitamin B,, 0.3 mg.; Vitamin D, 350 i.u.; Niacin, 2 mg. 


Ovaltine 


A. WANDER LIMITED, LONDON W.1r. 
Factory, Farms and Ovaltine Research Laborstories: King's Langley, Herts. 


Made in Great Britain. Printed by John Sherratt and Son 
Park Road, Altrincham 
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